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KMIC  Stands  in  Front  of  You, 


A fter  all,  fighting  legal 
battles  isn't  your  busi- 
X Jl  ness,  it's  ours. 

When  it  comes  to  profes- 
sional liability,  Kentucky  Medi- 
cal Insurance  Company  (KMIC) 
will  be  your  shield,  defending 
you  against  non-meritorious 
claims  and  protecting  your 
reputation.  Our  experienced 
claims  staff  will  forge  ahead  in 
your  defense.  And  we'll  keep 
fighting  until  you  give  the 
consent  to  settle  a claim. 

KMIC  is  highly  rated  by 
A.M.  Best  and  Standard  & 
Poor's.  This  means  you  can  be 


confident  we  have  the  finan- 
cial strength  to  keep  you  safe, 
even  in  the  heat  of  battle. 

We  re  also  guarding  your 
future  by  providing:  excellent 
hands-on  service,  fair  pricing, 
claim-free  credits,  and  nation- 
ally recognized  risk  manage- 
ment programs  that  will  help 
minimize  the  threat  of  future 
claims  and  also  can  qualify  you 
for  premium  discounts. 

So,  you  keep  doing  what 
you  do  best,  and  we'll  keep 
doing  what  we  do  best  — 
shielding  our  policyholders 
from  financial  risk. 


KENTUCKY 

MEDICAL 

INSURANCE 

COMPANY 


• Rated  "A-"  (Excellent)  by 
A.M.  Best 

• Rated  "A+"  by 
Standard  & Poor's 

• Nearly  20  years  of 
Experience 

• Unconditional  Consent  to 
Settle  Claims 

• Flexible  Coverage 

• Claim-Free  Credits 

• Prior  Acts  Coverage 
Available 

• Free  Retirement  Tail  Available 


Louisville,  Kentucky  1-800-467-1858  • Columbus,  Ohio  1-800-624-9882 
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ON-CALL  502.426.6200 


Who  to  Coll  at  the  Kentucky  Medical  Association 


We  hope  a listing  of  KMA  staff  assignments  and  individuals 
who  can  respond  to  your  inquiries  is  helpful. 
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COVER: 

Kentucky's  Capitol  is  one  of 
the  handsomest 
statehouses  in  America.  It  is 
magnificent  in  total  effect 
yet  plain  and  classic  in  its 
lines.  Visitors  will  note 
much  French  influence  in 
the  building.  The  rotunda 
and  interior  of  the  dome, 
and  the  lantern  and  dome 
exterior,  were  copied  from 
the  Hotel  des  Invalides  over 
Napoleon's  tomb  in  Paris. 

Lee  Wade  of  Eminence, 
Kentucky  has  vividly 
captured  the  beauty  of  the 
Capitol  on  a blustery, 
snowy  day,  much  like  a 
day  one  might  encounter 
when  visiting  Frankfort  for 
the  Legislative  Session.  To 
familiarize  you  with  the 
General  Assembly  prior  to 
your  visit,  enclosed  with 
this  issue  is  the  1 998  KA4A 
Legislarive  Handbook. 
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PRESIDENT'S 


PACE 


Wally  O.  Montgomery,  MD 


As  you  read  this  article,  the 

Kentucky  General  Assembly  will 
be  in  session  and  many  bills  will 
have  been  introduced.  Leadership  of 
the  Senate  and  House  have 
reappointed  several  committees  which 
appear  to  be  more  in  accord  with  the 
Democrat-Republican  ratio. 

Committees  are  meeting  on  a daily 
basis.  However,  few  bills  will  have 
been  discussed,  and  nothing  of 
significance  passed.  Action  rarely 
occurs  until  the  candidate  filing 
deadline  for  100  Representatives’  seats 
and  19  of  36  Senators’  positions  is  past, 
which  occurs  later  this  month.  Whether 
or  not  a legislator  has  serious 
opposition  can  be  a determining  factor 
as  to  how  they  react  to  legislative 
proposals. 

Since  the  1996  Session,  we  have 
had  Special  Sessions  on  Worker’s 
Comp,  Education  Reform,  and  Health 
Insurance  Reform.  Health  Insurance 
Reform  was  the  only  legislation  that 
failed  to  pass.  It  is  my  prediction  that 
health  insurance  legislation,  similar  to 
bills  introduced  during  the  Special 
Session,  will  be  reintroduced,  debated 
throughout  the  Session,  but  not  voted 
on  until  late  March.  Don’t  be  surprised 
if  this  is  the  last  bill  voted  on  — the  last 
night  of  the  Session. 


Kentucky  Medical  Association’s 
primary  agenda  includes  reintroducing 
the  patient  protection  provisions  with 
hope  and  anticipation  that  they  will  be 
passed.  During  the  Special  Session,  we 
found  little  opposition  to  patient 
protection  measures  formulated  over  a 
period  of  years  on  the  AMA  as  well  as 
the  KM  A level.  Patient  Protection  has 
been  considered  on  many  occasions 
by  the  KMA  House  of  Delegates. 

Once  again,  we  will  see  many 
legislative  proposals  introduced  related 
to  health,  safety,  substance  abuse  and 
domestic  violence.  Tort  reform  will 
continue  to  be  a priority  for  KMA  this 
session.  Unfortunately,  we  do  not 
anticipate  passage  of  any  legislation  of 
any  significant  benefit  to  physicians. 
However,  we  will  continue  our  efforts 
in  this  area. 

Be  assured,  though,  that  non- 
physician providers  will  be  back  at  the 
trough  trying  to  enhance  their  practice 
acts  and  mandate  insurance  coverage 
for  treating  our  patients.  Whether  they 
are  capable  or  trained  to  perform  such 
care  is  always  secondary  when  it  can 
be  obtained  through  “legislative  fiat.” 
Being  cognitive  of  their  efforts  is  a 
never  ending  task  for  KMA. 

Many  other  bills  will  be 
introduced.  In  fact,  1 would  be 


surprised  if  we  do  not  have  at  least  200 
bills  which  relate  to  the  practice  of 
medicine.  Our  lobbyists  and  the  Quick 
Action  Committee  will  be  carefully 
reading  these  bills,  and  developing 
positions  that  adhere  to  House  of 
Delegates  directives. 

Now  back  to  the  original  question. 
What  do  you  plan  to  be  doing  this 
winter?  Later  this  month,  on  the  28th  of 
January,  KMA  will  sponsor  a Legislative 
Conference  in  Frankfort  at  the  Capital 
Plaza  Hotel.  Registration,  materials, 
and  meals  are  free  to  members  and 
spouses,  provided  you  pre-register.  We 
have  invited  the  Governor,  Secretary  of 
CHS,  Insurance  Commissioner,  and 
leadership  of  the  General  Assembly  to 
speak.  1 invite  each  of  you  to  attend.  It 
is  always  encouraging  to  those  of  us 
who  find  ourselves  in  Frankfort  on  a 
weekly  basis  to  have  other  physicians 
visit  Frankfort,  taking  part  in  talking  to 
their  Senators  and  Representatives,  and 
learning  about  the  legislative  process. 
Please  join  us  and  make  the  trip  to 
Frankfort.  Play  your  part  in  making  this 
a successful  session  of  the  Kentucky 
General  Assembly. 

Wally  O.  Montgomery,  MD,  FACS 

Chair,  State  Legislative  Committee 
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1998  KMA  LEGISLATIVE  SEMINAR 
JANUARY  28, 1998 
CAPITAL  PLAZA  HOTEL 
FRANKFORT,  KENTUCKY 


8:00  to  8:30 
8:30  to  9:00 

9:00  to  9:20 
9:20  to  9:40 
9:40  to  10:00 
10:00  to  10:15 
10:15  to  10:45 
10:45  to  11:00 
11:00  to  11:15 
11:15  to  11:45 

11:45  to  12:00 

12:00  to  12:30 
12:30  to  1:00 

1:00  to  1:10 


C.  Kenneth  Peters,  MD,  President,  Presiding 
Continental  Breakfast 
Governor  Paul  E.  Patton 
State  of  the  Commonwealth 

Donald  R.  Stephens,  MD,  President-Elect,  Presiding 
Senator  Dan  Kelly,  Senate  Minority  Floor  Leader 
The  1998  Session  - The  Minority  Party  Perspective 
Representative  Jody  Richards,  Speaker  of  the  House 
The  1998  Session  - The  Speaker's  Perspective 
Senator  Larry  L.  Saunders,  President  of  the  Senate 
The  1998  Session-The  President's  Perspective 
BREAK 

William  P.  VonderHaar,  MD,  Secretary-Treasurer,  Presiding 

Mr.  George  Nichols,  Commissioner,  Department  of  Insurance 

Health  Insurance  Reform 

Representative  Bob  M.  DeWeese,  MD 

Health  Care  Legislative  Priorities  in  1998 

William  B.  Monnig,  MD,  KEMP  AC  Chairman 

Political  Realities 

Wally  O.  Montgomery,  MD 

Chair,  Committee  on  State  Legislative  Activities 

KMA's  Legislative  Agenda 

Mrs.  Angie  DeWeese,  Vice  President,  KMAA 

Alliance  Priorities  and  Programs  for  the  1998  Session 

J.  Gregory  Cooper,  MD,  Chair,  Board  of  Trustees,  Presiding 

LUNCH 

Mr.  John  H.  Morse  Secretary,  Cabinet  for  Health  Services 
Medicaid  Partnerships,  CON,  and  Health  Departments 
Preston  P.  Nunnelley,  MD 

Vice  Chair,  Committee  on  State  Legislative  Activities 
Lobbying  Is  A Contact  Sport 


REGISTRATION  IS  FREE  FOR  PHYSICIANS,  SPOUSES, 
AND  OFFICE  STAFF.  HOWEVER,  YOU  MUST 
PRE-REGISTER  BY  CALLING  (502)  426-6200. 
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NEWS  FOR  KENTUCKY  PHYSICIANS 
THE  1998  MEDICARE 
PHYSICIAN  FEE  SCHEDULE 


Bsm 


On  October  31,  1997,  the  Health  Care 
Financing  Administration  (HCFA)  pub- 
lished in  the  Federal  Register  Ihe  1998 
Medicare  Fee  Schedule  (MFS)  for  physician 
services.  This  final  rule  indicates  HCFA’s 
decisions  on  policies  described  in  its  proposed 
rule  of  June  18,  1997,  provides  implementing 
regulations  for  Balanced  Budget  Act  (BBA)  pro- 
visions, and  proposes  interim  relative  values  for 
new  and  revised  CPT  codes  for  1998.  Comments 
on  the  rule  are  due  by  December  30,  1997.  The 
1998  MFS  is  effective  January  1,  1998.  Highlights 
of  the  rule  are  as  follows: 

Conversion  Factor:  The  BBA  establishes  a 
single  conversion  factor  effective  in  1998, 
replacing  the  previous  three  conversion  factors. 
The  1998  single  conversion  factor  will  be  $36.69, 
which  provides  an  increase  of  8.4%  for  the  54%  of 
Medicare  services  that  were  previously  on  the 
non-surgery,  non-primary  care  conversion  factor. 
The  conversion  factor  represents  a 2.6%  increase 
from  the  1997  primary  care  conversion  factor 
and  a 10.4%  decrease  from  the  surgery  con- 
version factor. 

Specialty  Impacts:  Specialty  impacts  for  1998 
are  driven  by  a combination  of  the  conversion 
factor  and  relative  value  changes,  and  reflect  the 
average  mix  of  services  each  specialty  provides. 
Impacts  on  surgical  specialties  range  from  an 
increase  for  otolaryngology  of  0.5%  to  a decrease 
of  8.8%  for  cardiac  surgeons,  with  general 
surgery  at  —2.3%  and  plastic  surgery  at  —5.3%. 
Family  physicians  will  see  increases  of  6.4%,  gas- 
troenterologists’ payments  will  increase  7.1%,  and 
diagnostic  radiology  payments  will  increase  8.2%. 

Global  Surgery:  The  AMA/Specialty  Society 
RVS  Update  Committee  (RUC)  recommended 
that  the  physician  work  relative  values  for  post- 
operative hospital  and  office  visits  be  increased 
to  reflect  the  increases  for  individually  reported 
visit  services  from  the  5-year  review.  TJie  final 
rule  implements  the  RUC’s  recommendation, 
providing  4%-7%  increases  in  the  work  values  for 
most  surgical  procedures. 

RUC  Recommendations:  HCFA  has  accepted 
a record  96%  of  the  RUC’s  recommendations  on 


the  work  values  for  208  new  and  revised  codes 
for  1998.  Coding  changes  addressed  by  the 
RUC  include  new  codes  for  hip  arthroscopy, 
laparoscopic  surgery,  and  discharge  day  man- 
agement, and  revisions  in  the  home  visit  codes. 

Practice  Expense  Notice  and  Comment: 
Responding  to  the  BBA  provisions  and  the  AMA’s 
call  for  more  opportunity  for  public  comment  on 
resource-based  practice  expenses.  HCFA  has 
published  a notice  with  a 60-day  comment 
period  seeking  information  on:  generally 
accepted  cost  accounting  principles,  cost 
accounting  studies  of  physician  practices  or 
specialties,  equipment  utilization  and  prices, 
indirect  costs,  site-of-service  assumptions,  use 
of  physician-employed  staff  in  hospitals,  and  the 
refinement  process  to  be  used  during  each  of  the 
4 years  of  the  transition.  The  notice  is  in  line  with 
BBA  requirements  advocated  by  the  AMA  that 
HCFA  use  data  on  physicians  actual  practice 
expenses  to  develop  the  new  resource-based 
practice  expense  relative  values. 

1998  Practice  Expense  Adjustment:  The  rule 
explains  the  BBA  provision  for  a special  adjust- 
ment to  the  practice  expense  relative  values  for 
1998.  Final  HCFA  calculations  of  the  “down- 
payment”  effects  found  that  reducing  the  ratio  of 
practice  expense  to  physician  work  values  to  no 
more  than  1 10%  would  reduce  payments  for 
procedures  by  $330  million  and  provide  an 
increase  in  the  practice  expense  values  for  office 
visits  of  13%. 

Multiple  Procedure  Rules:  HCFA’s  June 
practice  expense  proposal  had  included  a policy 
change  that  would  extend  to  office  services  the 
payment  reductions  for  multiple  procedures  that 
are  currently  applied  to  surgical  procedures.  The 
AMA  and  many  specialties  had  strongly  opposed 
this  change.  HCFA  has  deferred  consideration  of 
this  issue  along  with  the  other  practice  expense 
issues,  so  the  multiple  procedure  policy  is  not 
being  implemented  in  1998. 

Actual  Charges.  The  AMA  and  many 
specialties  had  also  strongly  opposed  HCFA’s 
proposal  to  establish  payments  in  certain  circum- 
stances at  the  lessor  of  the  MFS  amount  or  the 
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lower  amount  that  physicians  had 
agreed  to  accept  in  contracts  with 
non-Medicare  payers,  with  this  lower 
amount  redefined  to  be  the 
physician’s  “actual  charge.”  The  final 
rule  withdraws  this  proposal  from  its 
scheduled  1998  implementation,  but 
indicates  that  HCFA  still  believes  the 
underlying  principle  is  correct, 
suggesting  advocacy  efforts  on  this 
issue  must  continue.  The  AMA  is  also 
addressing  a similar  proposal 
referencing  “usual”  rather  than 
“actual”  charges  which  has  been 
issued  by  the  Inspector  General. 

Preventive  Medicine  Services: 
Effective  January  1,  1998,  the  BBA 
provides  Medicare  coverage  of  colo- 
rectal cancer  screening,  cervical  and 
vaginal  cancer  screening,  bone  mass 
measurement  (effective  July  1998), 
and  diabetes  self-management 
training.  The  rule  describes  HCFA’s 
consultation  with  a physician  panel 
convened  by  the  AMA  and  the 
regulations  on  coding,  payment, 
indicators  of  high  risk,  covered 
screening  tests,  and  frequency  of 
screening  are  generally  consistent 


with  this  panel’s  suggestions. 

Although  the  rule  notes  the 
importance  of  preventive  counseling 
in  conjunction  with  preventive 
screening;  however,  it  provides  no 
guidance  on  coding  and  payment  for 
such  counseling. 

Diagnostic  Tests:  HCFA  had 
proposed  establishing  three  levels  of 
physician  supervision  of  diagnostic 
tests  — general,  direct,  and  personal 
— indicating  a range  of  attention 
required  by  the  physician,  from 
providing  overall  direction  and  con- 
trol without  necessarily  being  present 
up  to  being  physically  present  in  the 
room  where  the  test  is  being  done 
throughout  the  performance  of  the 
test.  The  AMA  had  questioned  the 
rationale  for  this  proposal  and  com- 
mented that  unless  HCFA  clearly 
informed  physicians  which  level  of 
supervision  was  required  for  each 
type  of  test,  this  rule  could  lead  to  a 
situation  similar  to  the  physicians  at 
teaching  hospitals  (PATH)  audits.  The 
final  rule  significantly  clarifies  the 
reasons  for  the  supervision 
requirements  and  provides  a list 


showing  the  level  of  supervision 
required  for  the  technical  component 
of  each  diagnostic  test. 

GPCI  Update:  HCFA  is  required 
to  update  the  geographic  practice 
cost  indices  (GPCls)  every  three  years 
and  the  rule  provides  the  updated 
GPCls  for  1998-2000.  An  AMA  analysis 
found  the  new  GPCls  change  very 
little,  although  they  do  incorporate 
more  recent  data  on  professional  lia- 
bility insurance  premium  and  rental 
costs. 

1998  SGR:  The  BBA  established  a 
sustainable  growth  rate  (SGR)  system 
to  control  Medicare  expenditure 
growth,  which  replaces  the  previous 
Medicare  Volume  Performance 
Standard  (MVPS).  Our  initial  impres- 
sion is  that  HCFA’s  establishment  of 
the  1998  SGR  at  1.5%  is  a significant 
improvement  over  what  the  1998 
MVPS  likely  would  have  been.  A 
more  complete  AMA  analysis  of  the 
SGR  became  available  in  December. 


This  information  was  provided  by  the 
American  Medical  Association. 
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It’s  time  to  reform  Medicare.  But  please... 


Be  fair 
about  it. 


We  all  recognize  the  need  to  bring  Medicare  spending  under  control. 

But  what’s  the  fairest  way  to  do  it? 

Some  people  in  Congress  are  advocating  deep  cuts  in  reimbursements  to  physicians.  That’s  one 
way  to  cut  costs.  But  is  it  fair?  And,  more  importantly,  will  it  really  reform  Medicare? 

Some  very  influential  voices  in  government  and  the  press  don’t  think  so.  Here’s  a sampling 
of  what  they  say: 

Congressional  Budget  Office:  In  a 1996  report  on  deficit  reduction,  the  CBO  warned 
that  with  across-the-board  cutting  in  Medicare,  some  beneficiaries  ‘‘‘'...might  find  that  they 
no  longer  had  access  to  some  medical  services  in  the  traditional  fee  for  service  sector.” 

The  New  York  Times:  In  an  editorial,  the  Times  criticized  policy  makers  who  ‘‘‘...pretend 
that  physician  reimbursements  can  be  cut  without  affecting  health  care  — as  if  both 
doctors  and  hospitals  can  be  slammed  without  hurting  anyone  except  the  providers  of  care.” 

Physician  Payment  Review  Commission:  In  its  annual  report  to  Congress,  PPRC 
said  the  current  Medicare  reimbursement  formula  for  physicians  “...will  set  increasingly 
unrealistic  target  rates  of  expenditure  growth....” 

Physician  cuts  alone  will  not  do  the  job.  And  the  cuts  that  are  currently  proposed 
would  actually  hurt  physicians  by  rolling  back  reimbursements  so  far  that  they  don’t  even 
match  inflation  growth. 


That’s  not  fair.  It’s  not  fair  to  physicians,  and  it’s  not  fair  to  patients,  who  ultimately  pay  the 
price  under  such  drastic  cuts. 


What  we  need  is  real  reform.  Real  reforms  will  offset  the  need  for  deep,  unfair  cuts  to 
physicians.  The  American  Medical  Association  has  a plan  for  reform  that  offers  fiscal  stability, 
expanded  choices  for  patients,  a new  system  of  funding  graduate  medical  education, 
and,  above  all,  fairness. 


To  learn  more  about  our  plan,  call  1-888-AMA-1997. 
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We  present  herein  a patient  with  multiple  med- 
ical illnesses,  marked  weight  loss,  and  chronic 
anemia.  Cytologic  studies  of  his  bone  marrow 
revealed  hypocellularity  and  gelatinous  transfor- 
mation (GTBM).  The  latter  is  a disorder  of  the  hema- 
topoietic system  commonly  occurring  in  chronically 
ill  patients  and  is  associated  with  various  hemato- 
logic abnormalities.  The  etiology  of  GTBM  is  uncer- 
tain. Patients  with  this  disorder  may  have  associated 
medical  problems  but  malnutrition  seems  to  play  a 
role.  Review  of  the  literature  implies  a significant 
associated  morbidity  and  mortality,  and  a possible 
reversal  of  gelatinous  changes  with  intense  nutri- 
tional support.  An  otherwise  dismal  prognosis  may 
be  avoided  by  prompt  diagnosis  of  this  disorder  and 
intensive  nutritional  support. 


Gelatinous  transformation  of  the  bone  marrow 
(GTBM)  is  a recognized,  albeit  a poorly  under- 
stood, disorder  of  the  hematopoietic  system. 
It  has  been  associated  with  many  diseases  includ- 
ing anorexia  nervosa'  and  intensive  care  unit 
patients.^  Frequently  there  are  cytopenias  and  a 
diminished  granulocyte  reserve.^  '^  The  bone  mar- 
row is  often  hypoplastic  with  fat  atrophy  and  accu- 
mulation of  a gelatinous  material  which  is  rich  in 
hyaluronic  acid.  To  date,  there  are  no  accepted 
treatments  for  GTBM  and  its  presence  may  signify 
poor  prognosis.  The  etiology  of  GTBM  is  uncertain 
but  malnutrition  seems  to  play  a role.  Recognition 
of  this  disorder  depends  on  clinical  awareness  of 
its  existence  and  knowledge  of  its  characteristic 
features.  The  clinical  suspicion  is  confirmed  by 
proper  studies  of  the  bone  marrow.  Herein  we 
report  a patient  with  the  typical  features  of  GTBM 
and  describe  the  clinical  characteristics  and  find- 
ings in  the  bone  marrow. 

Case  Report 

The  patient  is  a 73-year-old  white  male  admitted  to 
the  Veterans  Affairs  Medical  Center  in  Louisville 
for  evaluation  of  chronic  anemia  and  possible 


intravenous  iron  therapy.  He  had  a past  medical 
history  of  a partial  gastrectomy  with  Bilroth  11,  left 
hemicolectomy  secondary  to  ischemic  bowel, 
rheumatoid  arthritis,  vitamin  B12  deficiency,  and 
anemia  of  chronic  disease.  The  patient  com- 
plained of  long-standing  lethargy  and  weakness. 
In  addition,  he  stated  he  was  unable  to  tolerate 
oral  iron  therapy  due  to  gastrointestinal  upset. 
Physical  examination  showed  that  he  was  cachec- 
tic, weighed  90  lbs  and  was  71  inches  tall.  He 
exhibited  bi-temporal  wasting  and  general  muscle 
atrophy.  He  had  no  signs  of  active  synovitis,  hepa- 
tosplenomegaly,  or  lymphadenopathy.  Results  of 
laboratory  studies  included  an  albumin  of  3.3  g/dl, 
globulin  of  3.1  g/dl,  and  cholesterol  of  178  mg/dl. 
The  remainder  of  his  chemistries  were  normal.  A 
complete  blood  count  revealed  a leukocyte  count 
of  6,800/mm^,  hemoglobin  of  7.0  g/dl  with  a mean 
corpuscular  volume  of  69.9,  and  mean  corpuscu- 
lar hemoglobin  concentration  of  30.7.  The  leuko- 
cyte differential  and  platelet  counts  were  normal. 
The  sternal  aspirate  had  a “slimy”  consistency  and 
contained  many  marrow  spicules.  Microscopic 
examination  of  air-dried  smears  of  the  aspirate 
revealed  marked  hypocellularity  of  hematopoietic 
cells,  fat  atrophy,  and  accumulation  of  an  amor- 
phous, pink-staining,  extracellular  material.  No 
stainable  iron  was  present  (Fig  1).  The  patient  was 
treated  with  parenteral  iron  therapy,  but  refused 
any  further  work-up.  He  has  been  followed  by  his 
primary  care  physician  since  his  discharge  and 
repeat  studies  have  shown  a persistence  of  his 
anemia. 

Discussion 

Gelatinous  transformation  of  the  bone  marrow  is 
a cellular  deficiency  in  the  bone  marrow  charac- 
terized by  the  accumulation  of  a gelatinous  mate- 
rial which  is  an  acid  mucopolysaccharide  and  is 
rich  in  hyaluronic  acid.  This  disorder  can  be  asso- 
ciated with  many  different  diseases  (Table 
9,12,13  Patients  typically  have  chronic  underlying 
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Fig  1 — A.  Smears  of  marrow  aspirate  showing  severe 
hypocellularity,  atrophy  of  marrow  fat  and  an  accumu- 
lation of  homogeneous,  eosinophilic  staining  gelatinous 
material  (asterisks).  This  material  surrounds  fat  spaces  and 
focally  replaces  hematopoietic  elements.  B.  Smears  of 
normal  marrow  aspirate  showing  normal  cellularity, 
celhfat  ratio,  and  absence  of  gelatinous  material.  (Wright 
giemsa  stain  x 240) 


medical  conditions  and  a thorough  history  often 
reveals  poor  appetite  and  weight  loss.  They  are 
markedly  cachectic  and  ill-appearing.  Laboratory 
studies  may  show  a low  cholesterol.'  Often,  hema- 
tologic abnormalities  are  present  and  represent  the 
only  laboratory  abnormalities.  The  diagnosis  is 
based  on  a clinical  suspicion  of  its  presence  and 
confirmed  by  proper  bone  marrow  studies. 

The  prevalence  of  GTBM  is  not  known.  There 
are  multiple  reports  of  its  presence  in  anorexia 
nervosa. ' It  has  been  reported  in  13  of  24 
intensive  care  unit  patients  studied  in  one  center,^ 
nine  out  of  210  consecutive  autopsies  at  the 
Veterans  Hospital  in  Salt  Lake  City,'*  29%  of  75 
patients  with  acquired  immunodeficiency  syn- 
drome (AIDS),^  and  3 of  30  systemic  lupus  erythe- 
matosus (SLE)  patients  with  pancytopenia.^  The 
etiology  of  GTBM  is  not  completely  understood.  In 


one  study,  all  affected  patients  had  significant 
weight  loss  and  were  cachectic."'  Interestingly, 
when  such  patients  were  matched  with  a control 
group  with  similar  degrees  of  weight  loss  and  cach- 
exia, no  GTBM  was  found  in  the  control  group. 
Additional  case  reports  describe  this  disorder  in 
association  with  SLE®  and  leishmaniasis,®  and  in 
each  patient  a history  of  weight  loss  and  decreased 
appetite  was  noted.  Intense  nutritional  support  in 
patients  with  anorexia  nervosa  and  GTBM  has 
been  reported  to  reverse  gelatinous  changes.'' 
These  findings  implicate  a multifactorial  etiology, 
yet  the  final  common  denominator  appears  to  be 
malnutrition. 

The  clinical  significance  of  GTBM  is  not 
known.  As  with  our  patient,  cytopenias  are  often 
present.  Anemia  is  the  most  common  finding;' 
however  diminished  granulocyte  reserve  has  been 
reported.®'®  Patients  with  AIDS  and  GTBM  have  an 
increased  prevalence  of  mycobacterium  avium- 
intracellulare.®  In  Intensive  Care  Unit  patients, 
persistence  of  hypocellularity  on  repeat  bone  mar- 
row biopsy  was  associated  with  100%  mortality.® 
Certainly,  an  association  with  increased  morbidity 
and  mortality  is  implied.  This  may  represent  a 
diminished  capacity  to  respond  to  blood  loss  or 
infection  secondary  to  a limited  bone  marrow 
reserve.  Ultimately,  patients  with  this  disorder  are 
already  compromised  and  an  inability  to  respond 
adequately  to  stress  may  be  fatal. 


Table  1.  Associated  Diseases  in  Gelatinous 
Transformation  of  Bone  Marrow 

Neuropsychiatric 
Anorexia  Nervosa 
Obsessive  Compulsive  Disorder^ 
Parkinson's  Disease’^ 

Huntington's  Chorea'* 

Endocrine/ Metabolic 
Graves  Disease'^ 

Hypothyroidism’^ 
chronic  Renal  Failure’^ 

Infectious 

Chronic  Bronchitis'* 

Leishmoniasis’ 

Tuberculosis’'^ 

Acquired  Immunodeficiency  Syndrome^ 
Inflammatory 

Systemic  Lupus  Erythematosus® 

Ulcerative  Colitis’^ 

Others 

Pernicious  Anemia'* 

Critically  III  Patients  (Intensive  Care  Unitp 
Malignancies'* 
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Gelatinous  Transformation  of  Bone  Marrow 


Identifying  patients  with  this  disorder  requires 
an  index  of  suspicion  based  on  clinical  character- 
istics and  a thorough  cytologic  examination  of  the 
marrow  aspirate  or  histological  assessment  of  the 
marrow  biopsy.  In  smears  of  aspirate  stained  with 
Wright-Giemsa,  the  characteristic  finding  is  the 
presence  of  amorphous,  extracellular,  pink-staining 
material  surrounding  fat  spaces,  or  in  more  severe 
cases,  replacing  hematopoietic  cells,  as  was  the 
case  in  our  patient.  This  substance  has  been  rec- 
ognized as  acid  mucopolysaccharide  which  is  rich 
in  hyaluronic  acid.'’  Its  presence  is  the  sine  qua  non 
of  GTBM.  In  sections  of  marrow  biopsy  stained 
with  hematoxylin-eosin,  the  findings  would  include 
fat  atrophy.  The  fat  cells  become  smaller  and  the 
spaces  between  the  fat  cells  are  filled  with  a 
slightly  homogeneous,  eosinophilic  substance. 
This  material  can  be  better  visualized  with  Giemsa 
stain,  Toluidine  Blue  or  Aldan  blue,  or  a Periodic 
Acid  Schiff  stain.  The  extent  of  marrow  involve- 
ment can  be  assessed  by  nuclear  bone  scan  or 
magnetic  resonance  imaging. 

In  conclusion,  GTBM  is  more  common  in 
chronically  ill  patients  than  previously  thought.  Its 
presence  usually  denotes  significant  nutritional 
deprivation.  Although  specific  and  universally 
effective  treatment  is  presently  unavailable,  GTBM 
may  be  reversible  in  some  patients.  An  otherwise 
dismal  prognosis  may  be  avoided  by  prompt 
diagnosis  of  this  disorder  and  intensive  nutritional 
support. 
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Anorexia  and  Failure  to  Grow 
Associated  with  Epstein-Barr 
Virus  Infection 

Michael  W.  Simon,  MD,  PhD 


The  Epstein-Barr  virus  is  a common  cause  of 
contagious  disease  in  childhood.  It  may  produce 
I fever  and  sore  throat  in  young  children  and  infec- 
tious mononucleosis  in  teenagers  and  young  adults. 
This  report  discusses  four  cases  of  children  with 
anorexia  and  poor  weight  gain  due  to  Epstein-Barr 
virus  infection. 


Failure  to  grow  is  an  important  manifestation  of 
childhood  illness.'  Organic  and  psychological 
disorders  may  produce  failure  to  grow  and 
anorexia.  A brief  loss  of  appetite  may  occur  during 
1 any  acute  infection.^  There  may  be  a uniform 
! refusal  of  all  foods.^  This  may  be  severe  enough  to 
; cause  no  or  poor  weight  gain  or  actually  produce 
weight  loss. 

The  Epstein-Barr  virus  produces  a variety  of 
symptoms  including  fever  and  sore  throat  in  young 
i children,  as  well  as  infectious  mononucleosis  in 
teenagers  and  young  adults.'*  It  may  be  associated 
with  apnea  of  infancy.^  In  this  report  the  cases  of 
I four  children  with  disinterest  in  eating  and  poor 
' weight  gain  or  weight  loss  associated  with  Epstein- 
; Barr  virus  illness  are  discussed. 

I 

! Case  Reports 

'•  Case  I — A 16-month-old  white  male  in  a state  of 
, good  health  presented  with  fever  of  38.5°C,  cough, 
j sore  throat,  and  runny  nose.  Physical  examination 
' showed  a red  throat  with  clear  rhinitis,  swollen 
' cervical  nodes,  and  thick  post  nasal  drip.  He  was 
! treated  with  Cefprozil  and  symptomatic  measures. 

He  returned  9 days  later  with  no  improvement, 

, green  nasal  drainage,  cough,  fever,  and  a weight 
I of  22  lbs  and  8 oz.  A CBC  had  a WBC  of  7,300,  HCT 
! 38%,  platelet  400,000,  55%  neutrophils,  2%  bands, 

I 38%  lymphocytes,  2%  monocytes,  and  3%  eosino- 
1 phils. 

1 

-I 


He  continued  the  previous  measures.  Three 
days  later  he  was  reported  to  have  disinterest  in 
feeding  and  fever  of  39.5°C.  The  symptomatic 
measures  were  continued.  The  following  day  he 
was  reevaluated.  The  weight  was  noted  to  be  22 
lbs  214  oz  and  fever  39.5°C.  He  was  playful  and  did 
not  appear  ill.  Examination  showed  a red  throat 
and  cervical  adenopathy.  No  changes  were  made 
in  his  management.  An  EBV  prohle  was  drawn  and 
shown  to  be  positive  for  convalescent  stage  illness 
with  positive  VCA-IgG  and  nuclear  antigen 
antibody.  His  mother  showed  serologic  evidence 
of  previous  EBV  illness. 

He  seemed  to  slowly  improve  and  feel  better. 
One  week  later  he  had  recurrence  of  fever  of  39. 5C 
and  a convulsion.  His  weight  was  23  lbs  at  that 
time.  Examination  revealed  a red  throat,  post  nasal 
drip,  and  injection  to  both  tympanic  membranes. 
A CBC  had  a WBC  of  6,700,  HCT  40%,  and  platelet 
count  of  583,000.  The  differential  had  64%  neutro- 
phils, 12%  bands,  15%  lymphocytes,  and  9%  mon- 
ocytes. He  received  Rocephin  50  mg/kg  IM.  Within 
2 days  he  was  again  improved.  At  return  follow-up 
he  was  doing  well  and  continues  to  thrive  at  his 
well  child  visits. 

Case  2 — A 6-month-old  white  male  presented 
with  fever  39.5°C,  and  irritability.  Examination 
showed  exudative  pharyngitis,  upper  airway  con- 
gestion, and  injection  to  the  right  tympanic  mem- 
brane. He  was  treated  with  Erythromycin- 
Sulhsoxazole  and  Ibuprofen.  The  child  was  re-eval- 
uated  2 weeks  later  and  found  to  be  irritable  with 
a fever  of  39°C.  He  was  feeding  poorly.  Exam 
showed  upper  airway  congestion,  bilateral  serous 
otitis,  and  purulent  nasal  drainage.  His  weight  was 
reported  at  15  lbs  6 oz.  He  was  treated  with 
Cefprozil.  Three  days  later  he  was  re-evaluated  and 
his  weight  measured  to  be  15  lbs.  He  was  found  to 
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be  irritable  and  not  resting  well.  The  family  reported 
that  the  child  was  feeding  poorly,  taking  only  3 
ounces  per  feeding.  He  looked  wasted  with  loss  of 
subcutaneous  fat.  He  was  having  one  formed  stool 
per  day.  The  WBC  was  13,300,  HCT  36%,  and  plate- 
let count  was  173,000.  The  differential  had  18% 
neutrophils,  2%  monocytes,  75%  lymphocytes,  with 
5%  atypical  lymphocytes  noted.  Over  the  next  2 
week  period  he  fed  better  and  gained  8 oz.  Then 
he  dramatically  cut  back  to  a total  of  16  oz  a day. 
EBV  profile  was  assayed  and  found  to  be  negative. 
A repeat  profile  10  days  later  was  found  to  be 
positive  for  VGA  IgM  and  VGA  IgG.  His  mother  had 
a negative  serologic  profile.  The  feeding  slowly 
improved  and  the  child  gained  weight  over  the 
next  2 month  period.  He  continues  to  do  well  at 
routine  well  child  follow-up. 

Case  3 — A 5-month-old  presented  with  poor 
feeding.  He  had  an  unremarkable  prenatal  and 
birth  history.  There  were  no  family  problems  or 
stress  reported.  There  was  a documented  8 oz 
weight  loss  in  the  preceding  31  day  period.  He  had 
lost  interest  in  feeding  and  would  take  15  oz  of 
formula  per  day.  The  child  had  recurrent  oral  and 
diaper  yeast  infection.  The  infection  poorly  re- 
sponded to  Nystatin  and  Ketoconazole.  Physical 
exam  showed  red  throat  with  white  cheesy  mate- 
rial on  the  buccal  mucosa  and  red  confluent  diaper 
rash  with  satellite  lesions. 

Hospital  admission  was  coordinated  for 
further  treatment  and  to  evaluate  infant-mother 
interaction.  A screening  GBG  had  a WBG  of  17,400, 
HGT  36%,  and  platelet  count  of  508,000.  The 
differential  had  10%  neutrophils,  80%  lymphocytes, 
6%  monocytes,  3%  eosinophils,  and  1%  basophils. 
SMA  24  and  urinalysis  were  normal.  QlGs  were 
normal  for  age.  Urine  metabolic  screen  for  amino 
acids  and  organic  acids  was  non-diagnostic.  An 
EBV  profile  was  positive  for  VGA  IgG  and  EBV  NA. 
These  titers  were  negative  for  the  mother.  The 
infant  was  diagnosed  with  convalescent  phase 
EBV  illness. 

He  was  discharged  on  calorie  enhanced  for- 
mula at  26  cal/oz.  He  has  improved  and  his  feed- 
ing and  weight  gain  have  placed  him  around  the 
50th%.  No  additional  yeast  problems  have 
occurred.  He  continues  to  grow  and  develop  well 
at  routine  follow-up. 

Case  4 — A 10-week-old  male  presented  with  a 
several  day  history  of  not  breastfeeding  well.  He 
had  an  unremarkable  prenatal,  birth,  and  neonatal 
course,  having  been  born  at  42  weeks  of  gestation 


and  weighing  8 lbs  6 oz.  The  interim  history  had 
been  normal.  The  family  was  healthy  and  no  social 
changes  had  occurred  since  the  infant’s  birth. 

The  day  of  presentation  he  had  a normal 
examination.  His  weight  was  noted  to  be  12  lbs  8 
oz.  The  mother  was  given  supportive  assistance. 

She  was  encouraged  to  continue  breastfeeding 
and  give  supplemental  formula.  Two  days  later  the 
child  returned  with  progressively  worse  feeding. 

His  weight  was  recorded  at  12  lbs  7 oz.  Exam-  1 
ination  showed  his  throat  to  be  red  with  shotty 
cervical  adenopathy.  A GBG  had  a WBG  of  12,700,  ^ 

HGT  32%,  and  platelet  count  of  210,000.  The  dif- 
ferential had  26%  neutrophils,  1%  bands,  59% 
lymphocytes,  9%  eosinophils,  and  5%  atypical 
lymphocytes.  He  was  placed  on  Acetaminophen 
and  symptomatic  measures.  His  weight  was  remea- 
sured 3 days  later  and  shown  to  be  12  lbs  6 oz.  He 
demonstrated  little  interest  in  feeding.  A repeat 
GBG  had  a WBG  of  12,800,  HGT  was  30%,  and 
platelet  count  was  175,000.  The  differential  had 
38%  neutrophils,  2%  bands,  46%  lymphocytes,  5% 
monocytes,  2%  eosinophils,  and  4%  atypical 
lymphocytes.  The  SMA  7 was  normal.  A sweat 
chloride  was  assayed  with  the  result  30  (normal 
less  than  55). 

The  child  completely  stopped  feeding  over 
the  next  2 day  period  and  was  admitted  to  the  hos- 
pital. Blood  and  urine  cultures  were  collected  and 
the  child  given  IV  fluids  at  a rate  of  1500cc/m^. 
After  the  third  hospital  day  he  began  feeding  better 
and  was  discharged  home.  The  cultures  were  nega- 
tive. His  EBV  profile  was  assayed  and  found  posi- 
tive for  VGA  IgG  and  EBV  NA.  His  mother  had 
positive  titers  for  these  antibodies,  but  at  signifi- 
cantly lower  levels.  He  was  diagnosed  with  conva- 
lescing EBV  illness  and  continues  to  do  well  at 
routine  follow-up.  | 

Discussion 

Each  child  in  this  report  had  documented  weight 
loss  producing  a transient  growth  failure.®  This  was 
the  result  of  disinterest  in  feeding  and  inadequate 
calorie  intake.  Severe  starvation  and  calorie  depri- 
vation in  infancy  may  produce  irreversible  devel- 
opmental deficits.^  The  children  in  this  report  have  ; 
shown  no  developmental  delay  or  additional 
growth  problems. 

The  etiology  in  each  case  in  this  report,  based 
on  laboratory  studies  and  physical  examination, 
appears  to  be  the  Epstein-Barr  virus.  It  is  unclear 
from  another  report,  but  the  Epstein-Barr  virus  may 
be  a cause  of  anorexia,  poor  weight  gain,  and 
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weakness  in  children.®  Other  infections  have  been 
shown  to  interfere  with  normal  growth.  No  family 
social  problems  were  known  to  contribute  to  the 
growth  failure  of  these  children. 

These  children  may  have  acquired  EBV  from 
either  family  or  daycare  contacts.^  Cases  1 and  4 
possibly  acquired  the  virus  from  their  mothers. 
These  children  had  higher  antibody  titers  than 
their  mothers  who  were  asymptomatic.  The 
mothers  may  have  been  asymptomatic  excreters 
of  the  Epstein-Barr  virus.  All  the  children  had  a 
short  acute  phase  lasting  several  weeks.  This  may 
occur  in  young  children. Poor  feeding  may 
extend  into  the  convalescent  period. 

Children  who  present  with  a disinterest  in 
feeding  accompanied  by  poor  weight  gain  or 
weight  loss,  unremarkable  history,  a physical 
examination  consistent  with  a viral  infection  and 
not  seriously  ill  warrant  screening  for  Epstein-Barr 
virus  before  receiving  a full  scale  failure  to  thrive 
workup. 
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Mobile  Mammography  Screening: 
The  James  Graham  Brown  Cancer 
Center  Three  Year  Experience 

Implications  for  Public  and  Professional  Education 

Michael  B.  Flynn,  MD;  Elizabeth  A.  Amin,  MD;  Robert  C.G.  Martin,  II,  MD 


Objective:  Review  the  mobile  mammography  screen- 
ing experience  at  the  James  Graham  Brown  Cancer 
Center  during  a 3 year  interval. 

Methods:  Collect  and  analyze  demographic  and  out- 
come data  on  the  screened  population. 

Results:  4,864  women  underwent  two-view  mam- 
mograms. One  third  of  the  mammograms  were  per- 
formed in  women  over  50  years  of  age.  232 
mammograms  were  carried  out  per  cancer  detected. 
The  number  of  mammograms  per  cancer  detected 
was  2. 5 times  higher  and  the  number  of  biopsies 
per  cancer  detected  was  2.8  times  higher  in  women 
under  50  years  of  age.  Two  thirds  of  the  cancers 
detected  were  in  the  over  50  age  group  which  rep- 
resents one  third  of  the  study  population. 
Conclusions:  In  this  study  mammographic  screen- 
ing for  breast  cancer  was  more  cost  effective 
because  a higher  yield  of  cancers  detected  was 
obtained  with  fewer  mammograms  and  fewer 
breast  biopsies  in  women  over  50  years  of  age, 
compared  to  women  under  50  years.  Resolving  the 
question  of  the  cost  effectiveness  of  screening 
women  aged  40  to  49,  will  require  a large  random- 
ized prospective  trial.  In  the  near  term,  rather  than 
to  dwell  on  this  issue,  we  would  propose  that  this 
study  suggests  the  need  for  greater  emphasis  in 
both  public  and  professional  education  on  breast 
cancer  detection  directed  to  women  over  50  years 
of  age. 

The  most  controversial  issue  in  the  breast  cancer 
screening  debate  involves  breast  cancer 
detection  guidelines  for  women  aged  40  to  49 
years4‘^'  One  side  of  this  debate  suggests  that 
scientific  data  do  not  demonstrate  a significant 
reduction  in  mortality  from  screening  mammo- 
graphy in  women  under  50  years  of  age.  The 
opposing  view  proposes  that  there  is  evidence  that 
screening  mammography  for  women  younger  than 


50  will  produce  a modest  reduction  in  mortality 
with  the  added  advantage  of  the  opportunity  for 
more  conservative  therapy  and  is  therefore  justi- 
fied. This  study  was  carried  out  to  review  the  expe- 
rience of  the  James  Graham  Brown  Cancer  Center 
Mobile  Breast  Program  in  light  of  this  controversy. 
The  first  mammograms  performed  were  carried 
out  at  the  Louisville  Chamber  of  Commerce  in 
April  1990.  This  study  was  initiated  after 
operational  start-up  issues  of  this  new  program  had 
been  resolved  and  was  conducted  as  part  of  an 
ongoing  evaluation  of  the  program.  For  the  dur- 
ation of  the  study,  all  mammograms  were  reviewed 
by  the  same  radiologist  (Dr  Amin,  a co-author), 
whose  primary  professional  interest  was  the  devel- 
opment and  maintenance  of  the  mammography 
program  and  who  contributed  a high  level  of 
expertise  to  this  process. 


Materials  and  Methods 

From  August  1, 1990,  to  July  31, 1993, 4,864  women 
underwent  two-view  mammograms  on  the  James 
Graham  Brown  Cancer  Center  mobile  van.  The 
reporting  system  used  at  that  time  contained  four 
mammographic  classifications:  normal,  probably 
benign,  suspicious  for  cancer,  and  need  more 
information.'^  Subjects  for  mammography  origin- 
ated from  three  sources;  (1)  screenings  scheduled 
through  the  Kentucky  State  Health  Departments  as 
part  of  a state  funded  Cancer  Control  Program  for 
medically  indigent  women,  (2)  women  examined 
through  corporate  arrangements  or  sponsorships, 
and  (3)  women  examined  as  a result  of  public 
availability  of  the  mobile  van.  Mammography  car- 
ried out  through  corporate  arrangements  included 
employees  and/or  relatives  of  employees  of  an 
assortment  of  business  organizations  in  Kentucky. 
During  public  screenings,  the  mobile  van  was 
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Table  1.  Criteria  for  Mammography 
Age  35  or  older* 

Lost  mammogram  1 2 months  ago  or  longer 
No  clinical  complaints** 

Nome  of  o physician  to  do  breast  physical  exam  and 
to  receive  mammography  report 

*lf  o woman  under  the  age  of  35  mode  o special 
request  for  o baseline  mammogram  because  of  o family 
history  of  breast  cancer,  permission  was  given  if  she  was 
30  years  or  older; 

**Mammography  technologists  were  told  not  to  turn 
away  any  woman  who  hod  o breast  lump  or  any  other 
complaint.  These  mammograms  were  not  included  in  the 
screening  group. 


available  at  county  fairs,  the  Kentucky  State  Fair, 
and  other  circumstances  where  mammography 
was  provided  on  a walk-in  basis. 

Individuals  requesting  mammography  were 
registered  by  the  van  personnel.  A history  was 
obtained  and  the  mammogram  was  performed. 
The  mammograms  were  processed  and  examined 
by  the  radiologist  at  a later  date.  Criteria  for  mam- 
mography used  at  that  time  are  shown  in  Table  1. 
Evaluations  did  not  include  a breast  physical 
examination.  Observed  frequency  distributions  are 
tested  against  the  hypothesis  of  no  relationship 
using  the  chi-square  contingency  test. 


Results 

Comparison  by  age  revealed  almost  two-thirds  of 
the  mammograms  were  performed  in  women 
under  50  years  of  age.  No  differences  were  noted 
in  the  proportion  of  additional  views  or  biopsies 
relative  to  the  total  number  of  mammograms  in  the 
under  50  and  over  50  age  groups  (Table  2).  In 
women  under  50  years  of  age,  over  twice  as  many 
breast  biopsies  were  performed  for  each  cancer 
diagnosed  compared  to  women  over  50  years. 

The  overall  frequency  of  cancers  detected  to 
mammograms  was  232  per  cancer  detected  (Table 
2).  The  ratio  of  mammograms  performed  per  can- 
cer detected  was  over  2.5  times  higher  in  the  under 
50  age  group  (P  < 0.05). 

Mammographic  Interpretation 

Most  of  the  diagnosed  cancers  were  identified  in 
the  suspicious  for  cancer  group  (Table  3).  The 
largest  number  of  additional  radiologic  views  and 
largest  number  of  biopsies  were  in  the  probably 
benign  category,  resulting  in  identification  of  14% 
(3/21)  of  the  cancers;  this  group  also  had  a low 
yield  of  cancers  diagnosed.  In  comparison,  a high 
yield  of  cancers  diagnosed  with  relatively  low 
utilization  of  additional  views  and  a low  biopsy  to 
cancer  ratio  was  found  in  the  suspicious  for  cancer 
group.  These  observations  were  seen  in  both  the 
under  and  over  50  age  groups. 


Table  2.  Age  Comparison 


Under  50 
Years  Old 

Over  50 
Years  Old 

Total 

Mammograms 

2,970 

1,894 

4,864 

Additional  Views 

195 

125 

320 

Breast  Biopsies 

55 

35 

90 

Cancers  Diagnosed 

8 

13 

21 

Ratio  (Cancer/Mammograms) 

1/371 

1/145 

1/232 

Table  3.  Mammographic  Interpretation 


Mammograms 

Additional  Views 

Biopsies 

Cancer 

Normal 

4,192 

86 

4 

1 

Probably  Benign 

620 

222 

57 

3 

Suspicious  for  Cancer 

32 

8 

26 

17 

Need  More  Information 

20 

4 

3 

0 

TOTAL 

4,864 

320 

90 

21 

Breast  Biopsies 

Ninety  biopsies  were  performed  to  identify  21 
cancers  for  a ratio  of  4.2  breast  biopsies  for  each 
cancer  diagnosed.  In  women  over  50  years,  2.5 
breast  biopsies  were  performed  to  diagnose  each 
cancer  compared  to  7 breast  biopsies  for  each 
cancer  in  women  under  50  years  (P  < 0.05). 


Cancers  Detected 

Seventeen  malignancies  were  diagnosed  in  32 
mammograms  reported  as  suspicious  for  cancer 
for  a 54%  cancer  detection  rate  compared  to  0.4% 
cancer  detection  rate  in  the  probably  benign  group 
and  0.002%  in  the  normal  category  (Table  3).  In 
this  study,  the  overall  sensitivity  of  the  mammo- 
gram to  detect  cancer  when  it  is  present  in  this 
population  of  women  is  0.81.  The  ability  of  the 
mammogram  to  correctly  identify  patients  without 
disease  (specificity)  is  0.9969.  Of  the  15  mam- 
mograms categorized  suspicious  for  cancer  in 
women  under  50  years  of  age,  7 cancers  (46%) 
were  detected  compared  to  10  cancers  (58%) 
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detected  in  17  mammograms  read  as  suspicious 
for  cancer  in  women  over  50  years. 

i Demographics 

Comparisons  by  demographic  origin  (health 
department,  corporate  or  public  screenings)  did 
! not  reveal  any  clear  differences  (Table  4).  The  larg- 
est cohort  were  in  the  corporate  group  which 
utilized  the  lowest  proportion  of  additional  views 
I compared  to  the  public  and  health  department 
groups.  The  highest  number  of  mammograms  per 
i breast  biopsy  was  seen  in  the  public  group.  One 
. cancer  per  three  biopsies  was  found  in  the  public 
I group  compared  to  one  cancer  per  four  biopsies 
in  the  corporate  group,  and  one  cancer  per  six 
biopsies  in  the  health  department  group.  The 
1 lowest  number  of  biopsies  per  mammogram  and 
I the  highest  number  of  biopsies  per  cancer  was 
; seen  in  the  health  department  group.  The  lowest 
I number  of  mammograms  per  cancer  were  in  the 
public  group  compared  to  the  corporate  and  the 
health  department  groups  which  were  roughly  the 
same.  The  corporate  group  contained  2.5  times  as 
I many  women  under  age  50.  The  public  and  health 
' department  groups  were  similar  in  that,  the 
number  of  women  under  age  50  was  only  slightly 
j higher  than  the  number  of  women  over  age  50. 

! Discussion 

! Approximately  one  third  of  the  mammograms 
I were  carried  out  in  women  over  50  years  of  age 
(Table  2).  Roughly  equal  proportions  of  women 
I over  and  under  age  50  were  found  in  public  and 
I health  department  screenings.  The  corporate- 
sponsored  mammography  group  contained  a 
I much  higher  proportion  of  women  under  the  age 
I of  50.  Women  under  50  tend  to  participate  in 
breast  cancer  screening  programs  in  equal  or 
greater  proportions  than  women  over  50. The 
ratio  of  mammograms  to  cancers  detected  is 
roughly  2.5  times  higher  in  the  under  50  age  group. 
The  proportion  of  additional  views  and  breast 
biopsies  were  roughly  the  same  in  both  age 
groups.  Two  thirds  (13/21)  of  the  cancers  were 
detected  in  the  over  50  age  group,  representing 
one  third  of  the  total  population  examined. 
Ironically,  this  group  of  older  women  represents  a 
: smaller  proportion  of  women  examined  in  this  and 
j other  studies.  The  number  of  mammograms  per 
I cancer  detected  was  2.5  times  higher  and  the  num- 
ber of  biopsies  per  cancer  detected  was  2.8  times 
higher  in  women  under  50  years  of  age.  This  rep- 
resents inherent  difficulties  in  the  radiologic  inter- 


Table 4.  Demographic  Origin  of  Study  Population 


Public 

Screenings 

Corporate 

Screenings 

Health  Department 
Screenings 

Mammograms 

1,388 

2,259 

1,217 

Additional  Views 

130 

105 

85 

Breast  Biopsies 

21 

40 

29 

Cancers  Diagnosed 

7 

9 

5 

Under  50  Years  Old 

713 

1,631 

626 

Over  50  Years  Old 

675 

628 

591 

Cancer/Mammogram  Ratio 

1/198 

1/251 

1/243 

pretation  of  mammograms  in  younger  women.^ 

Eighty  percent  of  the  cancers  diagnosed  were 
identified  in  the  suspicious  for  cancer  group.  The 
largest  number  of  additional  radiologic  studies 
were  performed  in  the  probably  benign  group, 
resulting  in  the  highest  number  of  breast  biopsies 
and  the  identification  of  only  14%  (3/21)  of 
cancers.  The  precise  identification  of  radiologic 
evidence  of  malignancy  demonstrated  in  the  high 
yield  of  the  suspicious  for  cancer  category  is  a direct 
manifestation  of  the  value  of  a highly  skilled  and 
experienced  mammographer.  This  further  raises 
the  question  of  the  appropriateness  of  mammo- 
graphic  interpretation  by  general  radiologists  who 
are  not  exposed  to  a high  volume  of  mammo- 
grams or  have  not  received  specific  training. 

Surgeons  nationwide  have  expressed  concern 
over  the  dramatic  increase  in  the  number  of 
benign  breast  biopsies  being  performed  as  a result 
of  screening  detected  mammographic  abnormal- 
ities. For  almost  a decade,  the  American  College 
of  Radiology  Breast  Cancer  Detection  Committee 
worked  with  dedicated  mammographers  to 
develop  a standardized  terminology  for  describing 
mammographic  abnormalities  and  standardized 
“work-up”  recommendations  for  further  evaluation 
of  abnormalities;  the  latter  should  significantly 
reduce  the  number  of  benign  biopsies  thus 
increasing  the  yield  of  breast  cancers.’'* 

Stratification  by  demographic  origin  revealed 
that  a large  proportion  of  younger  women  under 
50  years  were  found  in  the  corporate-sponsored 
group.  Parenthetically,  this  resulted  in  the  lowest 
utilization  of  additional  views  compared  to  public 
and  health  department  groups.  No  other  notable 
findings  were  observed. 

In  a perfect  world  with  unlimited  resources, 
issues  of  cost  effectiveness  and  efficiency  are  of 
minimal  importance.  Unfortunately,  as  the  health 
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care  system  in  the  United  States  undergoes 
change,  it  is  clear  that  the  availability  of  resources 
to  provide  services  will  be  increasingly  limited  in 
the  future.  Under  these  circumstances,  issues  of 
cost  effectiveness  and  efficiency  take  on  greater 
importance.  In  this  study,  the  overall  sensitivity  of 
the  mammograms  is  0.81  and  higher  than  reported 
in  other  studies.’^  We  would  ascribe  this  to  the  fact 
that  our  results  occurred  with  an  experienced 
radiologist  dedicated  to  reviewing  all  mammo- 
grams, which  resulted  in  a higher  cancer  detection 
rate  in  women  over  50  years  of  age.  This  high  level 
of  professional  expertise  is  an  important  consider- 
ation in  operationally  conducting  mammographic 
screenings  in  the  most  cost-effective  manner. 

Mammographic  screening  for  breast  cancer 
in  women  over  50  years  of  age  reduces  mortality 
compared  to  women  of  the  same  age  who  have 
not  undergone  mammographic  screening,  and  the 
reduction  in  mortality  is  higher  than  achieved  by 
mammographic  screening  in  women  40  to  49  years 
of  age.'  This  study  and  other  studies  have  sug- 
gested that  mammographic  screening  in  women 
over  50  is  more  cost-effective  in  that  the  number  of 
mammograms  per  cancer  detected  and  the  biop- 
sies per  cancer  detected  are  lower  in  women  over 
50  years  of  age  compared  to  women  under  50 
years  of  age. 

Resolving  the  question  of  the  cost  effective- 
ness of  mammogram  screening  women  aged  40  to 
49  will  require  a large  randomized  prospective 
trial.  Rather  than  dwell  on  this  issue,  we  would 
propose  that  this  study  suggests  the  need  for 
greater  emphasis  in  both  public  and  professional 
education  on  breast  cancer  detection  directed  to 
women  over  50  years  of  age.  Our  experience  is 
consistent  with  other  surveys  suggesting  that  older 
women  tend  to  be  less  health  conscious,  more 
afraid  of  having  a malignancy,  less  willing  to 
encounter  discomfort,  embarrassment  or  incon- 
venience of  mammography  than  younger  women. 
Consequently,  they  tend  to  participate  less  in  avail- 
able screening  activities  than  younger  and  better 
informed  women  unless  encouraged  either  by  a 
physician  or  specifically  tailored  programs.'^ 
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Webster's  New  Edition 


There  has  been  a plethora  of  things 
that  I have  learned  once  1 was  out 
in  the  “real  world”  of  office  and 
hospital  practice.  So  many  new 
concepts,  in  fact,  that  at  one  point  1 
remember  musing  over  the  possibility 
of  getting  those  three  nice  letters 
M.B.A.  Or  at  the  very  least,  1 chastised 
myself  for  having  not  taken  my  father’s 
advice  and  studying  economics  and 
finance  in  undergraduate  school.  Silly 
me  ...  1 packed  my  days  with  science 
and  math  courses  so  as  to  prepare 
myself  better  for  the  field  of  medicine. 

Of  course,  there  was  also  the  time 
that  1 seriously  contemplated  law 
school,  feeling  that  a J.D.  might 
actually  benefit  me  more.  My  husband 
quickly  replied  that  1 would  probably 
be  quite  good  at  it.  Was  that  a 
compliment? 

In  any  event,  1 thought  1 would 
share  some  of  the  concepts  that  1 have 
had  the  opportunity  to  learn.  These 
words  should  all  be  added  to  the  next 
addition  edition  of  Webster s Dictionary. 

Managed  Care:  Let’s  start  with  a good 
example  of  an  oxymoron,  or  should  we 
add  the  prefix  “MIS”?  Enough  said. 

Guest  Relations:  Obviously  there  is  no 
need  for  doctors  because  we  no  longer 
have  patients.  We  have  guests,  or 
clients,  or  customers.  Did  1 get  my 
degree  in  Hotel  Management? 

Right  Sizing:  Not  “down”  sizing 
anymore  — the  euphemism  for 
deleting  personnel  (excuse  me  . . . 

PTEs  . . .) 

FTE:  Eull  time  equivalent  — a.k.a.  the 
people  and  staff  that  do  the  work,  your 
co-workers. 

Medical  Information:  This  is  another 
one  that  needs  the  prefix  “MIS,”  for 


TORS 


there  is  never  the  report  you  need  in 
the  record  when  you  need  it. 

V.A.L.U.E.  Matrix:  Never  have  figured 
this  out;  this  was  a mnemonic  we 
memorized  prior  to  JCAHO  inspection. 

P.I.P.:  Process  improvement  program. 
Another  committee  and  more 
paperwork  generated  so  we  can  show 
how  we  constantly  strive  for  C.Q.l.  . . . 
which  brings  us  to  ... 

C.Q.L:  Continuous  quality  improvement 
— why  we  have  to  have  a process  for 
something  we  all  should  be  doing 
anyway.  I’ll  never  understand. 

Clinical  Path:  Someone’s  way  of 
dictating  therapeutic  options  so  the 
patients  don’t  take  up  any  more  bed 
space. 

Restrictive  Covenant:  Our  own 
profession’s  thinly  veiled  internal  way 
of  denying  “any  willing  provider.” 

Good  Will:  Actually,  this  is  the 
contractual  antithesis  of  “good.” 

Chairperson:  This  is  what  you  call  a 
woperson  who  is  the  head  of  a 
committee. 

Any  my  personal  favorite 

Product  Line:  Used  to  refer  to  patients 
with  certain  diseases.  1 guess  this  is  all 
a part  of  a good  manufacturing 
practice. 

Perhaps  I’ll  do  what  1 enjoy  the 
most:  Ignore  all  of  these,  and 
concentrate  on  the  art  and  science  of 
medicine. 

You  can  cancel  my  order  for  the 
new  Webster's. 

Carolyn  D.  Burns,  MD 
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It's  Time  To 

Tell  Your  Patients  What 
They  Need  To  Hear. 


The  Louisville  Hearing  Aid 
Center's  patient  referral  program 
provides  an  excellent  opportunity 
to  work  together  for  the  mutual 
benefit  of  those  who  come  to  us 
for  care.  It's  quite  simple;  if  any 
of  your  patients  are  experiendng 
hearing  loss,  refer  them  to  us.  In 
turn,  we'll  refer  to  you  any  of  our 
patients  that  are  in  need  of  the 
spedalized  care  that  you  provide. 
Everyone  benefits.  Espedally  the 
patients.  For  more  information, 
give  us  a call  at  (502)  459-HEAR. 
Let's  cover  all  the  bases. 

K LOUISVILLE 

Hearing  Centers,  Inc. 


Heart  attack  or  stroke  could 
knock  you  down  on  your  way  up. 


You’re  working  for  the  challenge, 
the  satisfaction,  the  success.  The  last 
thing  you  want  is  a heart  attack  or 
stroke.  Yet,  nearly  one  million 
Americans  die  of  heart  disease  and 
stroke  every  year.  And  200,000  of 
them  die  before  retirement  age. 

The  American  Heart  Association 
is  fighting  to  reduce  early  death 
and  disability  from  heart  disease 
and  stroke  with  research,  profes- 
sional and  public  education,  and 
community  service  programs. 

But  more  needs  to  be  done. 

You  can  help  us  find  the  answers 
by  sending  your  dollars  today  to 
your  local  Heart  Association,  listed 
in  your  telephone  directory. 


American  Heart 
Association 


WE'RE  FIGHTING  FOR  YOUR  LIFE 


A L L I A N 


Membership 

Below  is  a list . . . from  a recent  telephone  conference.  These  are  examples  to  be 
used  in  your  county  membership  drive. 

1.  Please  pay  your  dues  — If  you  can’t  work  with  us,  we’ll  work  for  you. 

2.  “An  Alliance  volunteer  working  for  you’’  on  buttons  worn  by  Alliance  members 
when  doing  community  service. 

3.  If  you  can’t  be  active,  be  informed. 

4.  Together  Everyone  Achieves  More  (TEAM). 

5.  Membership  begins  with  me. 

6.  Every  member  get  a member. 

7.  One  person  can  make  a difference. 

8.  “Take  a membership  moment”  where  members  write  a postcard  to  members 
that  have  not  attended  any  recent  meetings  or  events. 


The  ABCs  of  Membership:  TIPS  FOR  RECRUITING  YOUNG  MOTHERS 

A dopt  a school  and  encourage  use  of  AMAA  programs  in  the  school. 

B aby  sitting  provided  at  meetings  is  a must  for  young  Moms. 

C ommunication  is  paramount.  Ask  for  space  in  your  newsletter  to  develop  a personal  column,  ie,  “FYl”  depicting  what  is 
happening  in  member’s  families. 

D evelop  a series  of  lectures  that  will  be  fun  and  educational;  ie,  speakers  from  the  local  zoo  and  museums. 

E ncourage  members  to  attend  a Confluence  or  other  leadership  training  program. 

F orm  play  groups. 

G reeters  at  each  meeting.  1)  to  welcome  each  and  every  member  and  2)  to  assign  someone  to  sit  with  each  new  guest  at 
the  meeting. 

H ave  fun  and  maintain  a sense  of  humor. 

1 dentify  young  mother’s  specific  needs  and  help  create  a program  to  address  them. 

J oin  committees  on  the  Alliance  and  bring  fresh  and  creative  ideas  with  you. 

K ey  to  success  — Members  need  to  feel  welcome  and  needed  — assign  simple  jobs  to  new  members. 

L end  a hand  to  someone  who  needs  it  — form  support  groups  for  specific  problems. 

M embership  begins  with  me  — Encourage  a commitment  for  each  member  to  get  a member. 

N o one  asked  syndrome  — make  sure  you  contact  all  prospective  members  and  ask  them  to  join. 

0 ne  on  One  — Still  the  best  way  to  reach  prospective  members  and  retain  seasoned  ones! 

P Ian  a welcoming  party  for  new  members  of  both  the  society  and  alliance  and  invite  the  leaders  for  both  groups  to 
attend. 

Q uestionnaire  requesting  information  as  to  what  the  young  mother  members  expect  from  the  Alliance  and  asking  what 
the  members  can  do  for  the  Alliance. 

R etention  — Keep  members  involved  — ask  young  moms  to  do  jobs  from  home,  ie,  phoning,  researching,  etc. 

S unday  afternoon  events  such  as  B-B-Que  or  Picnic  involving  the  entire  family.  Use  this  time  to  introduce  children’s 
programs  such  as  the  three  workbooks,  and  “Hands  are  not  for  Hitting.” 

T ail  Gate  parties  before  an  event  encourages  participation  from  families. 

U pdate  your  membership  application. 

V isit  your  community  Battered  Women  and  Children’s  Shelter  and  find  out  how  you  can  help  them. 

W ork  with  other  coalitions  that  involve  children. 

X -tra  ordinary  membership  values;  The  ability  to  make  a difference  in  matters  that  count:  Friendship  and  leadership  skills 
to  mention  a few. 

Y ou  can  make  a difference  — one  voice  joined  with  many  has  the  power  to  make  a difference. 

Z ero  in  on  resident  and  medical  student  spouse  groups  in  your  area  — provide  a coffee  or  underwrite  a luncheon  and 
attend. 

Karen  King 

Chair,  Membership  Committee 
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ALLIANCE 


Aroona  Dave 


Many  Members  Making 
Membership  A Major 
Matter  Means 
Maximum  Membership 

Many  thanks  to  Kentucky 
Medical  Association  and 
especially  Diane  Maxey  who 
helped  our  Membership  Committee 
to  design  and  put  a very  informative 
updated  Membership  Brochure 
together.  Approximately  over  700  of 
them  have  been  mailed  to  the 
prospective  members  in  the 
organized  counties.  Organized 
counties’  membership  chairs  are 
using  them  to  recruit  new  members 
and  retain  old  ones.  Where  one  is 
Silver,  the  other  is  Gold. 

It  takes  one  to  make  a 
difference.  Winnie  Mitchell  in 
Madison  County  is  that  one  person. 
Winnie  recruited  energetic, 
proactive  and  willing  members  and 
there  they  are.  They  now  have  a 
County  Medical  Society  Alliance 
that  is  organized. 

Join  me  in  congratulating  them! 
Madison  County  Medical  Society 
Alliance  WELCOME  TO  OUR 
FAMILY! 

Aroona  Dove 

KMAA  President 


STOP  AMBOCA'S 
VIOlBiCE  EVERYWHERE 


Amefian  Medical  Association  AliiancalniL 
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Physician  Impairment  and  Health: 
A Brief  Overview 

by  Larry  S.  Goldman,  MD 


In  1972,  the  American  Medical 
Association’s  (AMA)  Council  on 
Mental  Health  published  its  report,' 
“The  Sick  Physician,”  drawing  the 
profession’s  and  the  public’s  attention 
to  the  problem  of  impaired  physicians. 
The  report  noted  that  numerous  articles 
had  appeared  in  the  medical  literature 
during  the  preceding  15-20  years 
suggesting  that  substance  abuse 
(including  alcoholism),  other  mental 
disorders,  and  suicide  were  signihcant 
health  problems  among  physicians. 

This  AMA  report  called  for  (1)  all 
physicians  to  take  responsibility  for 
impaired  colleagues,  (2)  the  referral  of 
impaired  colleagues  to  appropriate 
committees  or  boards  in  order  to 
obtain  treatment  and  to  protect 
patients,  (3)  educational  programs  for 
medical  trainees  about  these  problems, 
and  (4)  the  development  and 
implementation  of  model  legislation 
for  states  in  dealing  with  impaired 
physicians. 

Although  “sick  doctor  statutes” 
were  already  on  the  books  in  Florida 
(1969)  and  Texas  (1971),  this  report 
catalyzed  a period  of  increased 
legislative  and  regulatory  activity.  It 
also  led  to  the  establishment  of  new 
programs  to  assess,  treat,  and/or 
monitor  impaired  physicians;  new 
course  offerings  in  medical  schools 
and  residencies  to  educate  trainees 
and  to  attempt  to  “inoculate”  them 
against  this  occupational  hazard;  and 
additional  research  to  clarify  the 
nature,  risk  factors,  course,  and 
outcomes  for  impaired  physicians. 

During  this  time  (1970s  and  early 
1980s)  most  of  this  activity  was  focused 
on  alcoholism  and  other  substance 
abuse,  and  the  emphasis  was  on 
physician  impairment  and  recovery 


from  these  substance  use  disorders 
after  they  had  already  taken  their  toll. 
Eventually  every  state  had  developed 
some  program  to  deal  with  affected 
physicians,  and  as  more  physicians 
came  (or  were  sent)  forward  into  these 
programs,  more  clinical  and 
epidemiologic  information  began  to 
accumulate. 

First,  subsequent  studies  of 
addiction  rates  among  trainees  and 
practicing  physicians  suggested  that 
overall,  physicians’  misuse  of 
substances  was  not  necessarily  greater 
than  that  of  nonphysicians  of 
comparable  age  and  other  similar 
demographic  factors.^’^  While  rates  of 
abuse  of  prescription  drugs  seemed  to 
run  somewhat  higher,  rates  of  illicit 
drugs  were  quite  a bit  lower. 

Secondly,  there  was  a growing 
appreciation  for  the  occurrence  in 
physicians  of  other  mental  disorders, 
particularly  depression  and  bipolar 
disorder.  These  conditions  were  seen 
both  as  co-occurrent  with  substance 
use  disorders  or  simply  by  themselves. 
Finally,  there  were  other  conditions 
which  caused  impairment  that  were 
not  mental  disorders  or  at  least  which 
did  not  fit  well  into  standard 
psychiatric  nomenclature.  In  the  first 
group  were  physical  infirmities, 
including  cardiac,  musculoskeletal, 
neurologic  (stroke,  MS,  blindness,  etc), 
and  other  conditions.^  The  second 
category  consisted  of  behavioral 
problems  such  as  sexual  exploitation 
of  patients  or  abusiveness  towards 
patients  or  co-workers.® 

Many  impaired  physician 
programs  were  developed  in 
conjunction  with  state  medical 
societies.  In  some  cases  this  was  simply 
a small,  voluntary  committee  of  society 


members,  but  certain  states  began  to 
develop  more  extensive  programs  with 
a professional  staff  and  even  medical 
directors.  An  ongoing  tension  has 
been  the  relationship  between  these 
programs  and  the  state  licensing 
boards.'  The  licensing  boards,  which 
are  charged  with  a primary  mission  of 
public  protection,  have  sought  to  know 
as  much  as  possible  about  any  cases  of 
physician  illness  or  impairment.  Some 
states  have  created  “diversion 
programs,”  which  allow  physicians  to 
be  referred  to  health  programs  without 
having  to  be  reported  to  their  state 
licensing  boards.  States  with  those 
arrangements  have  generally  found  that 
they  are  able  to  get  more  physicians  to 
enter  treatment  voluntarily,  often  at 
earlier  stages  of  their  illnesses  (ie, 
before  they  were  so  impaired  they  did 
something  to  warrant  licensing  board 
reporting  or  action) 

As  these  programs  came  to  enjoy 
the  trust  of  their  licensing  boards  and 
of  physicians,  the  scope  of  types  of 
cases  coming  to  the  programs 
increased.  This  expanded  clinical 
demand  — along  with  the  research 
findings  mentioned  earlier  — has  led 
the  field  to  a shift  from  substance 
abuse  and  impairment  to  broader 
consideration  of  disorders  of  all  types 
and  incorporation  of  disease 
prevention  and  health  promotion. 

As  the  field  of  physician  health  has 
continued  to  evolve,  there  has  been  an 
ongoing  need  to  disseminate  new 
information  about  clinical  practice, 
program  development,  and  regulatory 
issues  to  practitioners,  administrators, 
and  educators.  One  forum  for  this 
dissemination  has  been  a series  of 
international  conferences  held  every  1- 
2 years  which  are  co-hosted  by  the 
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AMA  and  the  Canadian  Medical 
Association.  These  three-day  meetings, 
alternating  between  US  and  Canadian 
venues,  generally  bring  together  300-400 
people,  mostly  from  North  America  and 
Europe,  with  an  interest  in  physician 
health.  The  most  recent  conference  was 
held  February  7-10,  1996,  in  Chandler, 
Arizona.  The  conference  included  half- 
day updates  (institutes)  on  psychiatry, 
substance  abuse,  and  women’s  health, 
as  well  as  five  plenary  speakers  who 
discussed  topics  as  diverse  as  women  in 
surgery,  spirituality,  medical  students, 
the  Americans  with  Disabilities  Act,  and 
population-based  medicine. 
Presentations  were  held  on  stress  in 
medical  schools;  managing  medical 
and  psychoactive  drugs  in  recovering 
physicians;  intervention  strategies  for 
physician  health  committees; 
monitoring  physicians  with  personality 
disorders;  fund-raising  for  physician 
health  programs;  national  efforts  to 
assist  impaired  physicians;  and  the 
effects  of  the  “health  care  crisis”  on 
physicians’  emotional  health,  among 
others. 

The  next  such  conference  will  be 
held  April  29-May  2,  1998,  in  Victoria, 
British  Columbia,  Canada.  The  theme. 
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Managing  Our  Own  Care:  Surviving  the 
Health  Care  Revolution,  will  emphasize 
the  effects  of  the  changing  health  care 
delivery  system  on  physician  well- 
being. The  call  for  papers  was  open  to 
a broad  range  of  submissions,  with  a 
particular  emphasis  on:  stresses  related 
to  changes  in  health  care  systems; 
primary  prevention  of  illness  and 
impairment;  needs  of  particular 
physician  populations  such  as  trainees, 
older  physicians,  minorities,  women, 
and  IMGs;  physical  illness  and 
disability;  rehabilitation,  re-training, 
and  re-entry;  the  relationship  between 
physician  factors  and  medical  errors; 
physician  and  family  self-care  and 
reactions  to  illness  or  stress;  reactions 
to  bad  outcomes  and  lawsuits; 
harassment  of  and  by  physicians; 
relationships  among  hospital  programs, 
state  programs  and  licensing 
authorities;  and  dealing  with 
physicians  who  misprescribe. 

For  additional  information  on  the 
conference  call  the  AMA  Department 
of  Mental  Health  at  312-464-5066. 
Information  can  also  be  found  on  the 
World  Wide  Web  at  www.ama-assn. 
org  or  at  www-psy.bsd.uchicago. 
edu/~larry/uchome.htm. 


KA4A  JOURNAL  ■ VOL  96  ■ JANUARY  1998 


O N 


References 

1.  Council  on  Mental  Health.  The  sick  physician: 
impairment  by  psychiatric  disorders,  including 
alcoholism  and  drug  dependence.  jMM/i  1972; 
223:684-687. 

2.  Brewster  JM.  Prevalence  of  alcohol  and  other 
drug  problems  among  physicians.  JAMA  1986; 
255:1913. 

3.  Hughes  PH,  Brandenburg  N,  Baldwin  DC. 
Prevalence  of  substance  abuse  among  US  physi- 
cians. i4M4  1992;267:2333-2339. 

4.  Council  on  Scientific  Affairs.  Substance  Abuse 
Among  Physicians.  Chicago:  American  Medical 
Association;  1995. 

5.  Corbet  B,  Madorsky  JG.  Physicians  with 
disabilities.  West  J Med  1991;154:514-521. 

6.  Summer  GL,  McCrory  E.  Professional  sexual 
misconduct.  Alabama  Med  1994;64:4-6. 

7.  Ad  Hoc  Committee  on  Physician  Impairment. 
Report  of  the  ad  hoc  committee  on  physician 
impairment.  Federation  Bulletin  1994;81:229-242. 

8.  Casper  E,  Dilts  SL,  Soter  JJ  et  al.  Establishment 
of  the  Colorado  physician  health  program  with  a 
legislative  initiative.  i4M4  1988;260:671-673. 

9.  Ziegler  PP.  The  physicians’  health  programs  of 
the  educational  and  scientific  trust  of  the 
Pennsylvania  Medical  Society.  Federation  Bulletin 
1995;82:151-154. 


Dr  Goldman  is  Director  of  the 
Department  of  Mental  Health,  American 
Medical  Association,  and  Clinical 
Associate  Professor,  Department  of 
Psychiatry,  University  of  Chicago. 


\bu  respond  to  them. 
You  support  them. 
You  fight  for  them. 


The  AMA  responds,  supports 
and  fights  for  you. 


Everyday,  you  help  ease  suffering,  heal 
patients  and  save  lives.  It  is  an  ennobling 
calling.  The  AMA  shares  your 
values.  Your  patients’  health  is  our  high- 
est priority,  too.  As  the  world’s  preeminent 
medical  organization,  our  300,000 
member  physicians  work  together  for  the 
benefit  of  all  Americans.  We  speak  out  on 
behalf  of  patients  and  physicians  with  a 
single,  powerful  voice.  We  advance  the  art 
and  science  of  medicine.  We  promote  eth- 
ical, educational  and  clinical  standards 
for  the  profession.  We  are  partners 
in  a lifelong  crusade.  When  you 
become  an  AMA  member,  you  are 
e)q)ressing  your  commitment  to  patients, 
to  the  profession,  and  to  resolving  the 
great  health  care  issues  of  our  time.  Join 
us  now.  Call  your  county  or  state  medical 
society,  or  AMA  at  800  AMA-3211. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Together,  we  are  the  profession. 


To  earn  and  display 
with  pride 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


Tfiysician's  ili^gniiion^ziiarcC 

Jofm  Smith, 

has  fu[fi(led  the  requirements  for  the  ^Physician's  Vscoynition  :Award 
in  Continuing  iMedicaC 'Education. 


The  PMkPhysician’s  Recognition  Award  lets  your  patients,  your 
hospital,  and  your  colleagues  know  that  you  are  continually  expand- 
ing your  knowledge  and  improving  your  skills.  One  hour  of  CME 
each  week,  50  hours  a year,  and  you  can  be  eligible  to  receive  this 
prestigious  proof  of  your  voluntary  achievements  in  programs  of 
Continuing  Medical  Education. 

Facts  about  the  Physicians  Recognition  Award 

You  need  just  50  hours  of  CME  - about  1 hour  per  week.  Twenty  hours 
must  be  AMA  PRA  education  hours,  the  remainder  may  be  either 
Category  1 or  Category  2 hours. 

• One,  two  or  three  year  certificates  are  provided,  based  on 
your  needs. 

• Your  CME  can  be  reported  at  any  time. 

• You  can  fax  or  mail  your  application.  Applications  are  provided 
on  the  AMA  home  page  (http://www.ama-assn.org)  under  the 
Medical  Science  and  Education  button. 

• PRA  staff  will  review  hospital  CME  transcripts  in  place  of 
the  application  form. 

• A certificate  with  Commendation  for  Self-Directed  Learning 
is  available. 

• The  PRA  certificate  is  accepted  by  many  specialty  societies  as 
satisfying  CME  requirements  and  it  is  reciprocal  with  4 state 
medical  society  certificate  programs  - CA,  NJ,  VA  and  PA. 

The  PRA  certificate  is  listed  on  Physician  Select  (AMA  home  page) 
and  will  be  a component  of  AMAP. 

Call  today  to  receive  information  and  your  application  for  the 
Physician’s  Recognition  Award.  Materials  are  available  by  fax  or 
mail.  Call  800  621-8335,  and  press  2 for  a fax  application. 
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Reference  Committee  G 

(Medical  Practice  and  Facilities) 

AMA  Interim  Meeting,  December  7-10, 1997 


This  article  is  written  one  week 
before  the  interim  meeting  of  our 
American  Medical  Association 
House  of  Delegates,  which  will  take 
place  December  7-10,  1997,  at  Dallas, 
Texas.  Reference  Committee  G 
typically  deals  with  issues  involving 
medical  practice  and  facilities. 

One  of  the  main  points  of 
discussion  and  controversy  for 
Reference  Committee  G this  year  will 
be  the  “Sunbeam”  issue.  There 
presently  are  eight  resolutions  and 
probably  more  to  come  which  deals 
with  the  issue  calling  for  various 
actions.  1 will  try  to  summarize  what 
has  taken  place  to  this  point. 

Earlier  this  year,  representatives 
from  the  AMA  and  Sunbeam  began 
exploring  the  idea  of  establishing  a 
partnership  to  provide  consumers  with 
health  information.  This  information 
would  be  with  Sunbeam  Corporation’s 
line  of  “Health  at  Home”  products, 
which  include  vaporizers,  blood 
pressure  monitors,  heating  pads,  hot 
and  cold  packs,  and  air  and  water 
hlters. 

Our  AMA  seal  or  logo  would 
appear  on  the  packaging  along  with  a 
notice  informing  the  consumer  that 
valuable  medical  information  could  be 
found  inside.  It  apparently  was  felt  that 
our  AMA  would  benefit  because 
Sunbeam  would  pay  us  a royalty  on 
sales  thereby  helping  our  AMA  support 
its  many  educational  programs. 
Consumers  would  beneht  by  getting 
balanced  health  care  information. 
Sunbeam  would  benefit  by  having  the 


AMA  logo  standing  behind  its 
products.  Throughout  the  spring  and 
summer  of  this  year.  Sunbeam  and 
AMA  personnel  negotiated  the  terms  of 
the  agreement.  This  was  signed 
apparently  by  the  AMA’s  chief 
operating  officer  on  the  of  August, 
1997.  A press  conference  announced 
the  contractual  agreement  one  week 
later.  Almost  immediately,  our  AMA 
came  under  serious  criticism  from  the 
membership,  the  media,  and  the 
public.  There  was  great  concern  that 
this  type  of  activity  involving  the  AMA 
is  unethical,  involves  conflict  of 
interest,  and  is  improper.  The  AMA 
Board  of  Trustees  initially  tried  to 
institute  “Damage  Control”  and  stated 
that  they  were  not  aware  of  the  details 
of  the  contractual  agreement  or  a part 
of  the  negotiations.  After  a subsequent 
meeting  of  the  Board,  the  AMA 
informed  Sunbeam  that  it  was 
withdrawing  from  the  contract. 
Sunbeam  subsequently  hied  a $20 
million  lawsuit  against  the  AMA. 

Sunbeam  Corporation  has  stated 
that  it  is  not  about  to  surrender 
fundamental  aspects  of  the  program. 
They  feel  they  have  every  right  to  hold 
the  AMA  to  the  negotiated  agreement 
and  will  continue  to  pursue  its 
contractual  rights. 

Percy  Wooten,  MD,  President  of 
the  AMA,  spoke  to  the  Kentucky 
Medical  Association  House  of 
Delegates  at  its  September  annual 
meeting.  He  made  it  a point  to  distance 
the  AMA  Board  of  Trustees  from  the 
knowledge  of  the  negotiation  and  the 


actual  signing  of  the  agreement.  He 
vowed  that  the  failure  of  the  usual 
safeguards  in  place  at  the  AMA  to 
prevent  this  type  of  situation  would  be 
thoroughly  investigated. 

The  Board  of  Trustees  of  the  AMA 
has  taken  a series  of  actions  including 
extensive  review  of  the  events  which 
transpired,  the  apparent  circumvention 
of  applicable  AMA  policies  and 
procedures,  and  the  resignation  of 
some  high  level  AMA  staff. 

The  AMA  House  of  Delegates, 
however,  is  the  body  ultimately 
responsible  for  AMA  policy. 

Constituent  chapters  and  members  of 
the  House  are  still  quite  concerned. 
Several  of  the  resolutions  are  calling  for 
a committee  to  be  formed  by  the 
House  of  Delegates  and  not  by  the 
Board  of  Trustees  to  investigate  the 
Sunbeam  issue  and  related  issues  of 
non  dues  income  and  related 
contracts,  also  to  study  policy  and 
procedural  safeguards  and  report  back 
to  the  House  of  Delegates  in  June. 

The  ultimate  goal  is  to  prevent  a 
recurrence  of  this  embarrassing 
situation.  The  credibility  of  our  AMA  as 
the  ethical  voice  of  medicine  must  be 
maintained. 

Donald  J.  Swikert,  MD 

AMA  Delegate 
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Committee  on  Medicaid  Managed  Care 

by  Donald  R.  Neel,  MD 


The  way  the  Medicaid  system  is  run 
in  Kentucky  is  changing.  Despite 
the  success  of  the  nationally 
recognized  KENPAC  program,  the  state 
has  decided  to  move  Kentucky’s 
Medicaid  system  into  a new  managed 
care  program.  Many  other  states  have 
tried  various  Medicaid  managed  care 
initiatives,  which  have  met  with  mixed 
results.'  Kentucky,  however,  has 
initiated  a unique  project  that  is  unlike 
any  other  system  in  the  country.  The 
state  is  essentially  turning  the  Medicaid 
program  over  to  Kentucky’s  medical 
providers.  To  do  this,  the  Medicaid 
population  has  been  divided  into  eight 
geographic  regions,  with  each  region 
having  to  form  its  own  infrastructure 
and  program,  called  “Partnerships,”  to 
service  the  Medicaid  recipients.  The 
state  will  pay  each  region  a per 
member-per  month  fee  to  fund  the 
operation  of  each  Partnership. 

While  turning  the  program  over  to 
providers  sounds  tempting,  the 
concept  has  encountered  many  pitfalls. 
For  a Partnership  to  operate,  providers 
in  a given  region  must  come  together 
to  form  and  operate  the  program.  This 
is  a daunting  prospect,  although  many 
regions  have  worked  very  hard  to  bring 
the  providers  together.  Each  region 
must  also  establish  an  infrastructure  to 
manage  the  system  and  the  cost  is 
astronomical.  It  has  been  estimated 
that  $5  to  $10  million  is  needed  to  fund 
such  a project,  which  makes  it  very 
difficult  for  rural  providers  to  fund  the 
program.  The  regulations  governing  the 
Partnerships  are,  of  course,  intricate 
and  complicated,  which  also  makes 
forming  one  difficult.^  Finally,  many 
providers,  not  to  mention  patients. 


must  be  educated  on  the  aspects  and 
requirements  of  managed  care,  which 
is  no  small  order. 

While  these  problems  do  exist, 
two  regions  have  already  developed 
the  necessary  infrastructure  to  manage 
their  Medicaid  populations.  Regions 
three  and  five,  which  encompass  the 
Louisville  and  Lexington  areas 
respectively,  are  in  the  process  of 
enrolling  patients  into  their  programs. 
These  regions  have  been  supported  by 
a strong  urban  base  of  providers,  as 
well  as  the  Universities,  which  have 
partially  funded  the  programs.  Both 
regions  have  overcome  numerous 
roadblocks  during  development  which 
will,  hopefully,  make  it  easier  for  other 
regions  to  avoid  such  problems. 
Regions  three  and  five,  of  course, 
have  the  urban  base  which  may  be 
necessary  to  get  the  programs  started. 
The  rest  of  the  state  is  not  so  lucky.  The 
providers  and  patients  in  rural  areas 
have  little  experience  with  managed 
care.  The  funding  will  also  be  a 
problem  for  these  areas,  although  some 
of  them  are  working  hard  to  see  that 
the  potential  for  such  a project  is  at 
least  explored. 

The  state  has  said  that  if  a region 
does  not  form  a Partnership,  the 
Medicaid  system  in  that  region  will  be 
put  “up  for  bid”  to  private  industry.  This 
may  be  worrisome  to  many,  although  it 
has  been  apparent  in  the  last  few  years 
that  many  private  companies  are  not 
renewing  their  Medicaid  managed  care 
contracts  in  other  states  because  they 
have  been  unable  to  turn  a profit.^ 

While  the  Kentucky  Medical 
Association  has  expressed  many 
concerns  about  this  project  (not  the 


least  of  which  has  been  the  contention 
that  KENPAC  is  working)  KMA  wants  to 
ensure  its  membership  is  properly 
apprised  of  developments  in  this 
program.  To  do  this,  KMA  has  created  a 
new  committee  known  as  the 
“Committee  on  Medicaid  Managed 
Care.”  This  committee  is  comprised  of 
two  physicians  from  each  of  the  eight 
Medicaid  regions  around  the  state  and 
most  of  them  have  intimate  knowledge 
of  what  is  happening  in  their  regions. 
We  hope  the  committee  will  be  a 
forum  for  these  physicians  to  inform 
each  other  on  what  is  going  on  and, 
possibly,  exchange  information  to 
help  physicians  in  all  areas  of  the  state 
better  understand  this  new  system.  We 
intend  to  hold  meetings  throughout  the 
year  and  pass  on  to  the  membership 
what  we  learn. 

This  is  a challenging  time  in  our 
profession  with  changes  occurring 
almost  daily.  Kentucky’s  Medicaid 
system  is  just  one  example  of  these 
changes  and  KMA  is  working  to  keep 
the  membership  informed  on  the 
various  aspects  of  this  new  system. 


1.  United  States  General  Accounting  Office. 
Medicaid:  Spending  Pressures  Drive  States  Toward 
Program  Reinvention.  April  1995;6-7,  37-40. 

2.  907  KAR  1:705. 

3.  Page  L.  HMOs  back  away  from  Medicaid. 
American  Medical  News.  Jan  1997;  3,  22. 


Don  Neel,  MD,  is  a pediatrician  in  Owens- 
boro, Kentucky.  He  is  also  the  Vice-Chair 
of  the  KAiA  Board  of  Trustees  and  Chair 
of  the  new  Committee  on  Medicaid  Man- 
aged Care. 
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PEOPLE 

Robert  R.  Goodin,  MD,  a Louisville 
cardiologist  and  past  KMA  President, 
has  been  reappointed  to  serve  a one- 
year  term  (January  1,  1988-December 
31,  1998)  on  the  AMA  Accreditation 
Council  for  Continuing  Medical 
Education.  Dr  Goodin  was  appointed 
to  serve  as  the  AMA  Executive 
Committee  member. 

David  H.  Neustadt,  MD,  a Louisville 
rheumatologist,  received  the  American 
College  of  Rheumatology 
“Distinguished  Rheumatologist  Award” 
for  1997.  The  award  recognizes  a single 
ACR  member  for  outstanding 
contributions  in  the  areas  of  patient 
care,  clinical  scholarship,  or  service  to 
benefit  patients  with  rheumatic 
diseases.  Dr  Neustadt’s  career  has 
spanned  43  years  in  Louisville.  He  is 
currently  Clinical  Professor  of  Medicine 
at  the  University  of  Louisville,  and  was 
formerly  Chief  and  Director  of  the 
Division  of  Rheumatic  Diseases  at  the 
University.  He  established  the  first 
rheumatology  training  program  at  the 
University  of  Louisville  and  continues 
to  teach  medical  residents  and  fellows 
at  the  School  of  Medicine. 

Barbara  Phillips,  MD,  Lexington,  is 
serving  a 3-year  term  as  president  of 
the  American  Board  of  Sleep  Medicine 
(ABSM).  The  American  Board  of  Sleep 
Medicine  was  formed  to  produce  an 
examination  for  the  purpose  of 
establishing  and  maintaining  standards 
of  individual  proficiency  in  the  field  of 
sleep  disorders  medicine.  According  to 
ABSM,  Dr  Phillips  plays  an  integral  role 
in  making  sure  all  aspects  of  the 
examination  process  (Finance, 
Credentialing,  Part  1,  Part  11 
Committees)  are  functioning  as  they 
should. 

Praised  for  his  humanitarianism. 
University  of  Louisville  anesthesiologist 

Benjamin  M.  Rigor,  MD,  was  the 

winner  of  the  U of  L President’s 


S O C i A T 


Distinguished  Service  Award,  which 
was  presented  during  the  University’s 
Celebration  of  Elxcellence  ceremony. 
Since  being  named  chair  of 
anesthesiology  in  1981,  Dr  Rigor  has 
co-founded  several  voluntary  medical 
missions  including  Operation  Rainbow, 
Operation  SMILE  International, 
P.A.G.E.S.  and  Operation  HOPE. 
Doctors  and  other  medical  personnel 
in  these  philanthropic  organizations 
perform  reconstructive  surgery  on 
impoverished  patients  in  the 
Philippines  and  other  developing 
nations  in  Asia,  as  well  as  provide  a 
variety  of  other  vital  medical  services, 
including  medical  training  programs. 

Dr  Rigor  organizes  the  teams,  which 
comprise  surgeons,  anesthesiologists 
and  nurses. 


UPDATES 


U of  L,  Cancer  Center  Launch 
Follow-up  Breast  Cancer  Study 

More  than  10,000  women  who 
participated  in  a breast  cancer  study  in 
the  early  1970s  at  the  James  Graham 
Brown  Cancer  Center  are  being 
contacted  to  participate  in  a follow-up 
study  about  their  general  health,  breast 
health,  menstrual  and  hormonal 
replacement  histories,  and  lifestyle. 

The  study  builds  on  an  extensive 
database  of  information  gathered  from 
10,128  women  who  entered  the  Breast 
Cancer  Detection  and  Demonstration 
Project  (BCDDP)  between  1973  and 
1975.  The  cases  of  most  women  in  the 
study  were  followed  for  a varying 
number  of  years  afterward,  but  none 
have  been  contacted  for  at  least  12 
years. 

The  original  study  was  funded  by 
the  National  Cancer  Institute  and  the 
American  Cancer  Society.  The 


/ O N 


University  of  Louisville  and  the  Brown 
Cancer  Center  participated  as  one  of  29 
sites  nationwide.  Statistical  data 
generated  from  the  trial  contributed  a 
great  deal  to  the  understanding  and 
treatment  of  breast  cancer,  according 
to  John  Spratt,  MD,  professor  of 
surgery  and  health  systems  and 
coordinator  of  the  new  study. 

Dr  Spratt  participated  as  an 
examining  physician  in  the  original 
project.  After  coming  to  U of  L in  1976, 
he  authored  or  co-authored  nearly  20 
studies  using  BCDDP  data.  Those 
studies  dealt  with  topics  including 
cancer  growth  rates,  risk  factors,  and 
tumor  size  detection  thresholds. 

Women  who  agree  to  be  part  of 
the  follow-up  study  will  receive  forms 
indicating  their  willingness  to 
participate  along  with  the  first  of 
several  surveys  they  will  be  asked  to 
complete  over  the  next  few  months. 

Any  woman  who  participated  in 
the  BCDDP  project  who  would  like  to 
participate  in  the  follow-up  study 
should  contact  the  BCDDP  Follow-up 
Project,  James  Graham  Brown  Cancer 
Center,  529  S Jackson  Street,  Louisville, 
KY  40202.  Inquiries  should  include  the 
respondent’s  name  as  it  appeared  on 
the  original  1973-75  entry  data  as  well 
as  a current  name  and  address. 

The  current  study  is  being  funded 
by  grants  from  the  Louisville  Regional 
Cancer  Center  Corp  and  the  Adult 
Cancer  Program  at  Alliant  Health 
System. 

For  more  information,  call  Dr 
Spratt  at  502.852.5592. 

U of  L Faculty  Promotions 

KMA  member  physicians  included  in  a 
list  of  faculty  promotions  at  the 
University  of  Louisville  are  Michael 
Heit,  obstetrics  and  gynecology, 
assistant  professor;  Edwin  Render, 
anesthesiology,  assistant  professor; 
Richard  Blondell,  family  and 
community  medicine,  professor; 
Sheldon  Bond,  surgery  (pediatric), 
associate  professor;  David  Doering, 
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obstetrics  and  gynecology,  associate 
I professor;  Sophia  Franco,  pediatrics, 

I professor;  Terence  Hadley,  medicine 
(medical  oncology/hematology), 
professor;  Stephen  McClave, 

■ medicine  (gastroenterology),  professor; 
George  Rodgers,  pediatrics, 
professor,  and  pharmacology  and 
: toxicology,  professor;  and  Wayne 
1 Tuckson,  surgery  (general),  associate 
; professor. 

Tactical  Physicians  Go  on  Site 
with  SWAT  Teams 

ii  University  of  Louisville  emergency 
||  medicine  residents  now  can  opt  for 
l,  additional  training  as  “tactical 
i|  physicians”  who  accompany  strategic 
" weapons  and  tactics  (SWAT)  teams  to 
: crisis  sites.  The  physicians  treat  anyone 
I injured  at  the  scene  and  can  work  with 
I commanders  before  raids  to  evaluate 
/ potential  problems  — such  as 
hazardous  chemicals  present  in  most 
ii  illegal  drug  labs. 

SWAT  team  members  work  with 
more  confidence,  says  emergency 
i medicine  professor  William  S.  Smock, 
' MD,  knowing  that  they’ll  receive 
i;  immediate  treatment  in  case  of 
I emergency.  In  return,  physicians  get 
I excellent  protection  from  the  team. 


NEW  MEMBERS 

Members  of  the  Kentucky  Medical 
Association  and  their  respective 
county  medical  societies  join  in  wel- 
coming the  following  new  members 
to  these  organizations. 

Boyd 

James  B Carrico  MD  — R 

4929  Robin  Hood  Dr,  Ashland  41101- 
6835 

1991,  U of  Louisville 
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Seth  Dashe  MD  — OBG 

1 18  St  Christopher  Dr,  Ashland  41101- 
7016 

1979,  Northwestern  U,  Chicago 

Kurt  F Jaenicke  MD  — OBG 

2001  Winchester  Ave,  Ashland  41101 
1988,  U of  S Carolina,  Columbia 

Roderick  J Tompkins  MD  — S 

2222  Winchester  Ave,  Ashland  41105- 
1865 

1992,  U of  Louisville 

Calloway 

Christopher  Lee  Poor  MD  — EM 

5317  Dunbar  Rd,  New  Concord  42076 
1994,  U of  Illinois,  Chicago 

Daviess 

Karen  M Bickett  MD  — R 

PO  Box  807,  Owensboro  42301 

1991,  U of  Louisville 

Roger  L Humphrey  MD  — S 

2816  Veach  Rd  Bldg  5,  Owensboro 
42303 

1977,  U of  Texas,  Southwestern 

John  D Lauzon  MD  — PD 

2211  Mayfair  Dr  Ste  106,  Owensboro 
42301 

1982,  U of  Kentucky 

Arup  Maitra  MD  — IM 

2301  N Wintergreen  Loop,  Owensboro 
42301 

1982,  Armed  Forces  Med  Col,  India 

Fayette 

Philip  C Booker  MD  — AN 

4030  Tates  Creek  Rd  Apt  3956, 
Lexington  40517-3060 

1992,  U of  Louisville 

Jean  E Cibula  MD  — N 

UKMC  Ky  Clinic  L445,  Lexington  40536 

1991,  Case  Western  Reserve  U 

Richard  Coleman  MD  — R 

2213  Azalea  Dr,  Lexington  40504 

1992,  U of  Tennessee 

Robert  W Lightfoot  Jr  MD  — RHU 
107  Woodside  Way,  Nicholasville  40356 
1961,  Vanderbilt 

Jose  M Manaligod  MD  — OTO 

2485  Brookshire  Cir,  Lexington  40515- 
1228 

1990,  Illinois  Med  Col 
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Robert  M Mentzer  Jr  MD  — TS 

UKMC  Surgery,  Lexington  40536 
1971,  Bowdoin,  Maine 

Khalil  U Rahman  MD  — NEP 

1517  Nicholasville  Rd  Ste  405, 

Lexington  40503 

1984,  Fatima  Jinnah  Col,  Pakistan 
Earl  G Robbins  11  MD  — GE 

316  Colony  Blvd,  Lexington  40502 
1990,  U of  Kentucky 

David  W Rudy  MD  — IM 

104  Thoroughbred  Ln,  Nicholasville 
40356 

1983,  Commonwealth  U,  Virginia 

Grant 

Joseph  E Hartig  MD  — PD 

PO  Box  150,  Dry  Ridge  41035 

1992,  U of  Kentucky 

Hardin 

Leigh  A.  Pearman  MD  — PD 

1010  Woodland  Dr,  Elizabethtown 
42701 

1994,  U of  Louisville 

Jefferson 

Heath  E Brown  MD  — OBG 

9914  Arterburn  Woods  Dr,  Louisville 
40223-2800 

1993,  U of  Louisville 

Mohammad  E Majd  MD  — ORS 
416  Eline  Ave,  Louisville  40207-2940 

1979,  Eaculty  of  Med  Isfahan  U,  Iran 

Meu*y  L McCormick  MD  — IM 

551 1 Apache  Rd,  Louisville  40207 

1980,  U of  Louisville 

Richard  N Medley  III  MD  — S 
9108  Linn  Station  Rd,  Louisville  40222 

1992,  U of  Kentucky 

Johnson 

Milot  Frederick  Faria  MD  — S 

1 1 10  S Mayo  Trl  Ste  5,  Paintsville  41240 
1986,  Topiwala  National  Med  Col,  India 

Madison 

Gina  L Land  MD  — OBG 

31 1 A Radio  Park,  Richmond  40475 

1993,  U of  Kentucky 
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McCracken 

Rajgopal  R Pakanati  MD  — AN 

2831  Lone  Oak  Rd,  Paducah  42003 
1988,  Osmania  Med  Col,  India 

Pulaski 

Owen  S Maat  MD  — GE 

1 18  Tradepark  Dr,  Somerset  42503 
1992,  U of  Texas,  Galveston 

IN-TRAINING 

Fayette 

Hanna  Mawad  MD  — NEP 

Jefferson 

Christopher  R Grieves  MD  — EM 
Girolamo  Jerry  Trotti  MD  — R 


DEATHS 

Robert  L McKenney,  MD 
Falmouth 
1925-1997 

Robert  L.  McKenney,  MD,  a general 
practitioner,  died  August  29,  1997. 

Dr  McKenney  graduated  from  the 
University  of  Louisville  School  of 
Medicine  in  1954  and  was  an  active 
member  of  KMA. 

Harold  B.  Graves,  MD 
Hariingen,  TX 
1911-1997 

Harold  B.  Graves,  MD,  a retired 
OB-GYN,  died  October  6,  1997.  A 1937 
graduate  of  Homeopathic  Medical 
College  of  Missouri,  Dr  Graves  was  a 
life  member  of  KMA. 

Robert  J,  McCabe,  MD 
Newport 
1921-1996 

Robert  J.  McCabe,  MD,  a dermatologist, 
died  October  12,  1997.  Dr  McCabe  was 
a 1944  graduate  of  the  University  of 
Cincinnati  College  of  Medicine,  and  an 
active  member  of  KMA. 


Mario  W.  Cartaya,  MD 
Campbellsville 
1914-1997 

Mario  W.  Cartaya,  MD,  a retired  general 
practitioner,  died  October  12,  1997.  A 
1947  graduate  of  the  University  of 
Havana  School  of  Medicine,  Dr  Cartaya 
was  a life  member  of  KMA. 

David  P.  Edmundson,  MD 
Mount  Sterling 
1912-1997 

David  P.  Edmundson,  MD,  a retired 
general  practitioner,  died  August  31, 
1997.  Dr  Edmundson  was  a 1936 
graduate  of  the  University  of  Tennessee 
College  of  Medicine  and  a life  member 
of  KMA. 

Robert  C.  Smith,  MD 
Newport 
1919-1997 

Robert  C.  Smith,  MD,  a retired 
psychiatrist,  died  Septembers,  1997. 

A 1945  graduate  of  the  University  of 
Cincinnati  College  of  Medicine,  Dr 
Smith  was  a life  member  of  KMA. 

Daniel  H.  Boeh,  MD 
Ft.  Thomas 
1910-1997 

Daniel  H.  Boeh,  MD,  a retired  general 
practitioner,  died  November  13,  1997. 
Dr  Boeh  was  a 1936  graduate  of  the 
University  of  Cincinnati  College  of 
Medicine  and  a life  member  of  KMA. 

Thomas  F.  Whayne,  Sr,  MD 
Lexington 
1905-1997 

Thomas  F.  Whayne,  Sr,  MD,  a retired 
preventive  medicine  physician  and 
former  University  of  Kentucky  assistant 
vice  president  and  associate  dean  for 
administration  and  professor  of 
community  medicine  died  November 
18,  1997.  A 1931  graduate  of 
Washington  University  School  of 
Medicine,  Dr  Whayne  was  a life 
member  of  KMA. 
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CHS  Nursing  Home  Review 

The  Cabinet  for  Health  Services  is  insti- 
tuting several  changes  in  the  way 
nursing  care  reviews  are  being  handled 
for  the  Medicaid  program  that  involve 
physicians. 

Secretary  John  Morse  has  told  legis- 
lators he  wants  to  improve  the  appeals 
process  and  the  communication  between 
the  cabinet,  nursing  home  residents, 
their  families,  their  physicians  and 
Healthcare  Review  Corp,  the  peer 
review  organization. 

The  changes  include: 

• Healthcare  Review  will  not  decertify 
anyone  without  first  speaking  to  the 
attending  physician.  Attending  physi- 
cians will  be  asked  to  fax  a document 
to  Healthcare  Review  to  show  why 
nursing  care  is  not  necessary. 

• No  decertification  will  occur  without 
the  patient’s  guardian  being  con- 
tacted by  a representative  of  Medicaid 
to  explain  the  process  and  appeal 
rights. 

• A notice  will  be  sent  to  the  nursing 
home  patient,  the  family,  the  doctor, 
the  nursing  home  and  the  long  term 
care  ombudsman  to  explain  their 
case  is  under  review  and  that  Medi- 
caid criteria  may  not  be  met.  This  will 
help  insure  that  Healthcare  Review 
has  access  to  the  full  medical  record 
and  speaks  to  the  attending  physi- 
cian. This  will  occur  before  any  deci- 
sion is  made  to  decertify  a patient. 

• The  cabinet,  with  the  help  of  the 
nursing  home  industry,  will  prepare 
a brochure  to  help  educate  patients 
and  families  about  Medicaid  cover- 
age for  long  term  care. 

Morse  said  he  wants  to  make  sure  the 
reviews  are  accurate  and  that  Health- 
Care  Review  is  making  decisions  based 
on  the  complete  medical  record. 

The  changes  are  in  response  to  con- 
cerns about  some  nursing  home  patients 
receiving  notices  informing  them  they 
would  lose  Medicaid  coverage.  In  .some 
instances,  Healthcare  Review  did  not 
have  access  to  complete  medical 
records  or  had  not  spoken  to  the  attend- 
ing physician. 
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RATES  AND  DATA 

All  orders  for  classified  advertising  must  be 
placed  in  writing  and  will  be  subject  to 
approval  by  the  Editorial  Board.  The  right  is 
, reserved  to  decline  or  withdraw  advertise- 

; ments  at  the  publisher's  discretion. 

' Deadline:  First  day  of  month  prior  to  month 
of  publication. 

Word  count:  Count  as  one  word  all  single 
I words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Rates:  $40  per  insertion  ($20  for  KMA 
members)  for  the  first  30  words;  50C  for  each 
I additional  word. 

Send  advance  payment  with  order  to:  The 

Journal  of  KMA,  The  KMA  Building,  4965  US 
Hwy  42,  Suite  2000,  Louisville,  KY  40222. 


Physicians  Wanted 


FAST  PACED  RURAL  FAMILY  PRACTICE 
CLINIC  — Seeking  a physician/internist  to 
work  for  a primary  clinic  in  Bath  and/or 
Lewis  County.  Join  a family  practice  with 
two  office  locations  with  plans  to  open 
more  clinics.  Malpractice  paid  and  com- 
petitive salary.  Approximately  one  hour 
drive  from  Lexington  and  Cincinnati. 
Please  send  resume  to  PO  Box  344, 
Flemingsburg,  KY  41041  or  contact  the 
office  manager  at  606/849-2323. 


NEED  A 
SPEAKER? 


for  your  next  hospital  staff, 
county  society, 
or  other  meeting? 

Contact  Kentucky's  Impaired 
Physicians  Program 

(502)  425-7761 

V J 


i 

1 


Phoenix  Healthcare  Consulting llc 

Experienced  consulting  services 

for  physicians  and  medical  groups 

• Business  Valuations 

• Office  Practice  Assessments 

• Compensation  Planning 

• Medical  Group  and  IPA  Formation 
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Crises  Intervention 


The  publication  deadline  for  this 
message  is  early  December,  after 
the  special  session  on  health 
insurance  and  before  the  beginning 
of  the  biennial  legislative  session.  At 
this  time  in  my  hometown  of  Paducah, 
Kentucky,  it  is  difficult  to  concentrate 
on  anything  without  having  your  mind 
wander  to  the  senseless  carnage  at  one 
of  our  local  high  schools.  This  event 
directly  or  indirectly  touched  almost 
everyone  in  our  small  community.  The 
local  hospital  emergency  room  and 
staff  and  the  community  physicians 
responded  admirably,  tearfully,  as 
children  of  our  friends,  co-workers, 
and  neighbors  were  brought  in  for 
treatment.  Everyone  did  their  jobs;  no- 
one  was  concerned  about  all  of  the 
minor  things  that  preoccupy  our  lives 
on  a daily  basis.  The  competitive 
environment  amongst  ourselves, 
hospitals,  and  various  insurance  plans 
were  forgotten.  The  immediate  threat 
was  addressed  in  an  all  encompassing 
manner. 

History  teaches  us  that  in  a crisis, 
individuality  and  differences  are 
sacrificed  for  a greater  common  goal. 

It  is  easy  to  pull  together  in  such  a 
threat.  However,  when  the  threat  is 
insidious,  it  is  less  likely  to  elicit  a 
similar  response.  As  physicians  we 
have  observed  radical  changes  in  our 
healthcare  system.  We  have  seen  the 
adoption  of  a healthcare  plan  that  has 
dramatically  increased  the  number  of 


uninsured  patients  in  our  state.  It  has 
disproportionately  and  adversely 
affected  children.  There  are  national 
trends  affecting  patient  rights  and 
physician  choice.  Physicians  have  been 
prevented  from  discussing  treatment 
options.  Treatment  decisions  are  being 
formed  on  the  basis  of  cost  rather  than 
sound  medical  judgment. 

We  must  recognize  that  these 
insidious  changes  will  produce  a 
decrease  in  quality  and  quantity  of  life 
just  as  surely  as  a gunman’s  bullets. 
Physicians  must  act  together  as  we 
would  in  an  emergency  situation.  We 
must  influence  legislation  to  improve 
medical  care  for  the  population.  We 
must  protect  those  who  cannot  speak 
for  themselves  or  who  do  not 
comprehend  the  results  affected  by 
change.  We  would  never  think  that  we 
were  too  tired,  too  busy,  or  too  self 
concerned  to  act  in  a medical 
emergency.  We  must  also  adopt  this 
attribute  to  insidious  political  change 
and  profit  motivation  in  healthcare. 

Help  your  lobbyist  and  legislative 
quick  action  committee  by  being 
informed.  Read  the  Communicator  and 
legislative  bulletins.  Contact  your 
legislators.  You  can  leave  a message  for 
them  in  Frankfort  at  1-800-372-7181. 

Harry  W.  Carloss,  MD 

KhAA  Vice  President 


Harry  W.  Carloss,  MD 
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The  following  legislation,  introduced  through 
January  31,  1998,  relates  to  medical  practice 
and  health  care. 

LEGEND: 

Bill  Number/Sponsor/Bill  Title 

SENATE  BILLS: 

SB  2/128  — Scorsone  — KCHIP 
Establishes  Kentucky  Child  Health  Plan  (KCHIP), 
a preventive  health  services  plan  for  children  up 
to  age  18  in  families  with  income  below  250% 

PPL  who  are  ineligible  for  Medicaid. 

SB  7—  Metcalf  — DUl 

Reduces  driving  under  the  influence  from  0.10 
to  0.08 

SB  14/73  — Scorsone  — Sale  of  Non-profit 
Health  Facilities 

Requires  hearings  by  Attorney  General  to  assure 
protection  of  public  investment  in  non-profit 
health  care  facilities. 

SB  19/107/110  — Pendleton — Long  Term 
Care  Insurance 

Excludes  premiums  paid  for  LTC  Insurance  from 
taxes. 

SB  28  — Boswell  — Physician  Assistants 
Allows  PAs  to  prescribe  nonscheduled  legend 
drugs 

SB  29  — Tori  — Abortion 

Establishes  24  hour  waiting  period  for  abortion 

procedures. 

SB  38  — Seum  — Motorcycle  Helmets 
Permits  21  year  olds  or  older  to  ride  a motorcycle 
without  helmets. 

SB  56  — Nunnelley  — Prescription  Provider  tax 
Repeals  prescription  provider  tax. 

SB  63/90  — Buford  — Autism 

Mandates  health  insurance  coverage  for  Autism; 

$500  monthly  limit. 

SB  121/124  — Boswell  — Partial  Term  Abortion 
Criminalizes  performance  of  partial  term  abortion. 
SB  135  — Herron  — Managed  Care 
Requires  managed  care  entities  to  provide  list  of 
participating  providers. 

SB  140  — Nelson  — Omnibus  Health  Insurance 
Reform 


Reforms  previous  (1994-96)  health  insurance 
legislation. 

SB  145  — Pendleton  — Brain  Injury  Trust  Fund 
Establishes  Traumatic  Injury  Trust  Fund.  Program 
funded  by  moving  vehicle  violations  and  DUI 
convictions. 

SB  146  — Pendleton  — Tobacco 
Moves  jurisdiction  for  enforcement  of  violations 
by  minors  purchasing  tobacco  products  from  the 
Department  of  Agriculture  to  Juvenile  Session  of 
District  Court. 

HOUSE  BILLS: 

HB  1 — Adams  — Water  Safety 
Establishes  age  limits  for  individuals  operating 
personal  watercraft. 

HB  5/408  — Hogancamp  — Partial  Birth 
Abortion 

Criminalizes  performance  of  partial  birth 
abortion. 

HB  27 — Bowling  — Lethal  Injection  for 
Execution 

Permits  lethal  injections.  Prohibits  physician 
involvement  except  to  certify  death,  but  only 
after  condemned  has  been  declared  dead  by 
another  individual. 

HB  70  — Crimm  — Abortion  Facilities 

Defines  abortion  facilities  and  requires  licensure. 

HB  85  — Stine  — Abortion 

Requires  24  hour  waiting  period  for  abortions. 

HB  106  — P.  Clark  — Motorcycle  Helmets 

Permits  motorcyclists  over  21  to  ride  motorcycles 

without  helmets. 

HB  115  — Coleman  — Prescription  Drug  Abuse 
Implements  the  Attorney  General  Task  Force 
recommendations. 

HB  118  — Wayne  — Medicaid 

Expands  Medicaid  coverage  to  include  autism 

and  pervasive  developmental  disorders. 

HB  124  — Mason  — Medicaid 
Mandates  physician  participation  in  Medicaid. 
HB  125/255  — Mason  — KCHIP 
Implements  Federal/State  financed  Kentucky 
Child  Health  Insurance  Program 
HB  128  — Brandstetter  — 

Charitable  Health  Provider 
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Defines  charitable  health  care; 
permits  Cabinet  for  Health  Services 
to  license  and  regulate  various 
“charitable  providers.” 

HB  131  — Burch  — TB  tests 
Deletes  requirement  that  children 
have  skin  TB  tests. 

HB  156  — Marzian  Hepatitis  B tests 
Requires  pregnant  women  to  be 
tested  for  hepatitis  B. 

HB  157/184  — Mason  — 

Long  Term  Care  Insurance 
Excludes  long  term  care  insurance 
premiums  from  state  taxes. 

HB  158  — P.  Clark  — Naturopathy 
Defines  the  practice  of  naturopathy. 
Permits  naturopathist  to  prescribe, 
perform  minor  surgery,  and  obstetrics. 
HB  160  — P.  Clark  — 
Acupuncture/Oriental  Medicine 
Defines  the  practice  of  acupuncture 
and  establishes  the  practice  of 
oriental  medicine. 

HB  178  — Heleringer  — Medicaid 
Exempts  mentally  retarded  from 
Medicaid  Managed  Care. 

HB  187  — Burch  — Whistle  Blowers 
Protects  hospital  employees  when 
reporting  violations. 

HB  189  — Marzian  — ARNP 
Permits  RNs  to  teach,  delegate,  and 
supervise  health  services  to 
nonlicensed  school  personnel. 

HB  190  — Marzian  — ARNP 
Permits  ARNPs  to  sign  school 
attendance  statements. 

HB  192  — Ballard  — Riders  in  Open 
Vehicles 

Prohibits  children  under  age  18  from 
riding  in  open  pickup  trucks. 

HB  213  — Burch  — Medicaid 
Prohibits  developmental  disabled 
from  being  placed  in  Medicaid 
Managed  Care. 

HB  214  — Marzian  — Abortion 
Allows  additional  persons  to  give 
minors  consent  for  abortion. 

HB  227 — Coleman  — Fraud  and 
Abuse 


Expands  fraud  and  abuse  statutes  to 
subjecting  officers,  administrators, 
and  trustees  to  same  provisions  as 
providers;  refusing  to  refer  when 
medically  necessary;  increases 
penalties  and  fines;  expands  lien  on 
providers  property  who  violates  laws; 
increases  and  expands  Attorney 
General’s  role  in  Fraud  & Abuse; 
establishes  new  categories  of  “patient 
abuse”  that  include  “improper 
training”  by  facilities. 

HB  243  — Alexander  — Alternative 
Medicine 

Defines  nonconventional  or 
complementary  medicine  under  the 
Medical  Practice  Act.  Restricts  the 
Board  of  Medical  Licensure  from 
disciplining  alternative  physician 
practitioners. 

HB  244  — Burch  — Health 
Insurance  Reform 
Strengthens  present  provisions 
adopted  under  HB  250. 

HB  254  — Marzian  — Bicycle 
Helmets 

Requires  children  under  age  14  riding 
bicycles 

to  wear  helmets. 

HB  278  — Gray  — MSAs 
Establishes  medical  savings  accounts. 
HB  285  — Coleman  — 
Pronouncement  of  Death 
Permits  specially  trained  paramedics 
to  pronounce  death. 

HB  292  — Kerr  — Defines  Human 
Beings 

Declares  unborn  child  in  uteros  as  a 
human  being  and  person. 

HB  293  — Kerr  — 
Prosecution/Unborn  in  Uteros 
Allows  prosecution  for  wrongful 
death  for  unborn  child  in  uteros. 

HB  299  — Marzian  — Brain  Injury 
Trust  Fund 

Establishes  Kentucky  Traumatic  Brain 
Injury  Trust  Fund.  Program  funded 
through  fines  for  moving  vehicle 
violations  and  DUI. 


HB  302  — Nunn  — Renal  Dialysis 
Requires  renal  dialysis  facilities  to 
have  energy  backup  resources. 

HB  304  — Marzian  — Boards  and 
Commissions 

Requires  all  Boards  and  Commissions 
to  be  equally  represented  by  male 
and  female. 

HB  315  — Damron/DeWeese  — 
Health  Insurance  Reform 
Health  insurance  reform;  patient 
protection  and  provider  fairness; 
requires  health  insurers  to  support 
“uninsurable”  either  through  taxes  or 
to  insure  equitable  numbers;  defines 
“high  risk.” 

HB  322  — Coleman  — DUI 
Reduces  BAG  in  DUI  cases  from  0.10 
to  0.08. 

HB  324  — Lindsay  — Non-profit 
Facilities 

Requires  Attorney  General  to  hold 
public  hearings  and  protect  public 
interest  when  “for  profits”  purchase 
non-profit  health  facilities. 

HB  380  — Marzian  — Diabetes 
Requires  health  benefit  plans  to  cover 
diabetes. 

HB  381  — Marzian  — Tobacco  Sales 
to  Minors 

Permits  local  governments  to  enact 
more  stringent  laws  to  restrict  minors’ 
access  and  purchase  of  tobacco 
products. 

HB  398  — Crall  — Health  Insurance 
Repeals  most  health  insurance  laws 
enacted  in  1994  through  HB  250; 
retains  patient  protection  and 
provider  fairness  provisions. 

HB  403  — Crimm  — Clinical 
Exercise  Physiologists 
Licenses  CEPs  under  Board  of 
Medical  Licensure. 

HB  423  — Scott  — Emergency  and 
Disaster  Personnel 

Grants  immunity  to  voluntary  disaster 
and  emergency  response  teams  and 
personnel  when  acting  in  good  faith. 
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The  following  is  a letter  from  KMA 
President  Ken  Peters,  MD,  to  the 
Regional  Administrator  of  HCFA.  This 
letter  was  sent  in  response  to  a HCFA 
pamphlet  recently  issued  to  Medicare 
beneficiaries  regarding  fraud  and 
abuse. 

Ms  Rose  Crum-Johnson 

Regional  Administrator 

Health  Care  Financing  Administration 

101  Marietta  Street 

Suite  702 

Atlanta,  Georgia  30323 

Dear  Ms  Crum-Johnson: 

I would  like  to  express  the  Kentucky 
Medical  Association’s  concern 
regarding  a recent  publication  from 
your  office.  In  the  Medicare  Update  for 
FallAVinter  1997,  the  following  state- 
ment appears  twice  on  the  first  page; 
“Despite  our  efforts,  it  is  estimated 
that  as  much  as  $23  billion  was  stolen 
from  Medicare.”  It  is  becoming 
commonplace  for  those  in  the  press 
and  public  to  use  the  $23  billion 
figure  when  referring  to  Medicare 
fraud  and  it  is  misleading.  1 wais  dis- 
appointed to  see  your  agency  also 
using  this  figure. 

A report  issued  by  the 


Congressional  Research  Service  does 
not  support  your  contention  that  $23 
billion  was  stolen  from  Medicare. 
The  report,  entitled  Health  Care 
Fraud:  A Brief  Summary  of  Law  and 
Federal  Anti-Fraud  Activities,  states:  “A 
financial  audit  report  issued  by  the 
Office  of  the  Inspector  General  (OIG) 
of  the  Department  of  Health  and 
Human  Services  (HHS)  in  July,  1997, 
estimated  that  improper  Medicare 
payments  made  in  FY  1996  totaled 
$23  billion  . . . These  improper 
payments  ranged  from  inadvertent 
mistakes  to  outright  fraud  and  abuse. 
The  OIG  could  not  quantify  what 
portion  of  the  error  rate  was 
attributable  to  fraud.”  (emphasis 
in  original) 

The  charged  atmosphere 
surrounding  health  care  fraud  and 
abuse  is  troubling  and  the  use  of 
inaccurate  statements  inflames  this 
atmosphere.  Physicians  support  the 
investigation  and  prosecution  of 
anyone  who  knowingly  violates  the 
law.  But,  the  line  between  what  may 
be  classified  as  fraud  and  what  may 
be  classified  as  an  honest  disagree- 
ment is  not  always  clear.  As 
physicians,  we  have  struggled  with 
HMOs  and  managed  care  regarding 
the  determination  of  what  is  “med- 


ically necessary”  in  the  treatment  of 
patients.  Physicians  are  in  the  best 
position  to  make  this  determination 
and  the  public  seems  to  agree.  The 
Clinton  Administration,  Congress, 
and  many  states  are  preparing  legis- 
lation to  allow  patients  more  rights 
when  a health  plan  disagrees  with  a 
physician.  Must  we  now  tell  our 
patients  we  cannot  disagree  with 
government  officials  on  matters 
regarding  treatment  because  of  the 
threat  of  prosecution?  This  is 
becoming  a very  real  concern  for 
physicians. 

Unsubstantiated  statements  from 
government  agencies  damage  the 
physician/patient  relationship  and 
bring  discredit  to  the  agency.  1 hope 
you  will  not  add  to  this  politically 
charged  atmosphere  by  making 
misleading  statements  similar  to  the 
one  in  your  latest  publication  and  1 
urge  you  to  print  a clarification 
regarding  these  facts. 

C.  Kenneth  Peters,  MD 

President 


cc:  Kentucky’s  Congressional 
Delegation 

American  Medical  Association 
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Diagnosis  and  Treatment  of 
Cutaneous  Melanoma  of  the 
Head  and  Neck 

Wayne  K.  Stadelmann,  MD;  Kelly  McMasters,  MD,  PhD;  Hiram  C.  Polk,  Jr,  MD 


There  were  an  estimated  40,300  cases  of  mel- 
anoma in  the  United  States  in  1997,  of  which 
7,300  resulted  in  death.’  In  Kentucky  alone  in 
1996,  approximately  630  individuals  were  diag- 
nosed with  melanoma,  and  120  died  of  the  dis- 
ease. Fortunately,  there  is  a growing  awareness  of 
I the  severity  of  the  melanoma  epidemic.  Through 
increased  public  education  and  screening  of  suspi- 
cious skin  lesions  by  family  practitioners  and 
dermatologists,  patients  with  melanoma  are  being 
diagnosed  at  an  ever  earlier  stage,  when  the 
chance  for  cure  is  the  greatest.  Additionally,  emerg- 
ing technology  has  made  the  treatment  of  mel- 
anoma more  specific  and  less  invasive.  Public 
awareness,  improved  early  detection,  and  new 
technical  advances  are  particularly  important 
when  treating  patients  with  cutaneous  head  and 
neck  melanoma.  In  this  review,  we  discuss  the 
importance  of  early  recognition  and  diagnosis  of 
melanoma,  the  appropriate  work-up,  as  well  as 
some  of  the  indications  for,  and  details  of,  emerg- 
ing technology  in  the  treatment  of  melanoma, 

I especially  as  it  relates  to  the  head  and  neck. 

Case  1:  A 50-year-old  man  was  evaluated  by  his 
family  physician  for  a pigmented  “mole”  on  his 
scalp  along  the  midline  near  the  coronal  suture. 
The  lesion  had  irregular  borders,  an  irregular 
surface,  variegated  pigmentation,  and  was  about 
7 mm  in  diameter.  The  patient  had  no  symptoms, 

^ was  otherwise  healthy,  and  had  no  family  history 
j of  melanoma.  On  the  advice  of  his  physician,  a full- 
j thickness,  3-mm  punch  biopsy  was  performed  in 
the  office  using  local  anesthesia.  This  revealed  a 
1.3  mm,  Clark  level  IV,  nonulcerated  malignant 
melanoma.  The  patient  was  subsequently  referred 
to  the  University  of  Louisville’s  J.  Graham  Brown 
Cancer  Center  for  further  care. 

I At  the  University  of  Louisville,  the  patient  was 
I found  to  have  no  parotid,  cervical,  or  clavicular 

• 


adenopathy,  and  had  no  findings  or  symptoms 
suggesting  distant  metastatic  disease.  In  addition 
to  a complete  history  and  physical  examination, 
the  work-up  consisted  of  a chest  x-ray  and  a liver 
function  profile;  the  results  of  which  were  all  found 
to  be  normal.  Because  the  patient  had  no  aden- 
opathy and  no  evidence  of  metastatic  disease,  no 
further  screening  tests  were  needed.  The  patient 
subsequently  underwent  preoperative  lymphatic 
mapping  in  the  nuclear  radiology  suite  on  the 
morning  of  his  operation.  This  demonstrated  drain- 
age of  the  primary  tumor  site  to  both  cervical 
regions  directly  beneath  the  sternocleidomastoid 
muscles.  Later  that  same  afternoon,  the  patient 
underwent  a wide  local  excision  of  the  primary 
tumor  with  2-cm  margins.  He  also  underwent  a 
biopsy  of  bilateral  cervical  sentinel  lymph  nodes 
through  two  small  incisions  (Figs  1 and  2).  These 
nodes  were  found  to  be  free  of  tumor.  His  recovery 
has  been  uneventful,  and  no  further  treatment  has 
been  recommended  other  than  regular  follow-up 
by  his  family  physician  and  his  melanoma  surgeon. 

This  case  demonstrates  several  key  issues  that 
will  be  addressed  in  this  review:  melanoma  iden- 
tification, diagnosis  and  work-up,  surgical  margins 
of  excision,  guidelines  for  lymph  node  evaluation, 
indications  for  adjuvant  therapy,  and  the  need  for 
close  postoperative  follow-up  examinations  and 
ongoing  screening  for  subsequent  new  primary 
melanomas. 

Diagnosis  and  Initial  Management  of 
Head  and  Neck  Cutaneous  Melanoma 

It  is  safe  to  argue  that  the  greatest  single  advance- 
ment in  the  treatment  of  melanoma  in  the  past 
decade  has  been  greater  public  awareness  of  mel- 
anoma and  the  early  diagnosis  of  the  disease  by 
primary  care  physicians  and  dermatologists.  The 
prognosis  of  melanoma  correlates  directly  with 
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Cutaneous  Melanoma  of  the  Head  and  Neck 


Table  1.  Differential  Diagnosis  of  the  Pigmented  Skin 
Lesion 

Malignant  melanoma  (nodular,  superficial  spreading, 
lentigo  maligna,  amelanotic,  acral  lentiginous, 
desmoplastic) 

Dermatofibroma 

Melanonychia  striata 

Subungual  hematoma 

Pigmented  basal  cell  carcinoma 

Lentigines:  solar  lentigines,  lentigo  simplex 

Melanocytic  nevi:  junctional,  intradermal,  compound 

Nevus  spilus 

Blue  nevus 

Spitz  nevus 

Dysplastic  nevus 

Halo  nevus 

Hemangiomas 

Venouslakes 

Pyogenic  granuloma 

Kaposi's  sarcoma 

Pigmented  actinic  keratosis 

Pigmented  Bowen  disease 

Extramammary  Paget  disease 


Table  2.  Worrisome  Physical  Findings  When 
Evaluating  a Skin  Lesion 

Asymmetry  of  the  overall  pattern 
Border  irregularity 

Color  variegation  especially  red,  white,  and  blues 
Diameter  greater  than  6 mm 


Table  3.  Staging  Based  on  1 992  Joint  Committee  on  Cancer  Staging  for  Cutaneous 
Melanoma 


Stage  I: 


Stage  II: 


Stage  III: 


Stage  IV: 


Tumor  less  than  1 .5  mm  in  thickness  and/or  invades  the  papillary  dermis 
or  abuts  the  papillary  reticular-dermal  interfaces  (Clark  level  II  and  III) 

No  lymph  node  metastases. 

No  systemic  involvement. 

Tumor  greater  than  1 .5  mm  and/or  invades  the  reticular  dermis  or 
subcutaneous  tissues  (Clark  level  IV  and  V)  and/or  satellites  within  2 cm  of 
the  primary  tumor. 

No  lymph  node  metastases. 

No  systemic  involvement. 

Any  tumor  thickness  or  level  of  invasion. 

Lymph  node  involvement. 

No  systemic  metastases. 

Any  tumor  thickness  or  level  of  invasion. 

Any  level  of  lymph  node  involvement. 

Distant  metastases  present. 


tumor  ttiicl^ness.  Far  more  lives  are  saved  by  early 
detection  and  treatment  of  melanoma,  at  a stage 
in  which  surgical  excision  alone  is  often  curative, 
than  are  saved  by  new  technology  and  adjuvant 
therapy. 

The  diagnosis  of  melanoma  should  be  con- 
sidered whenever  a cutaneous  lesion  is  being  eval- 
uated as  a possible  malignancy  (Table  1).  Worri- 
some findings  on  physical  examination  can  be 
remembered  by  the  acronym  “ABCD”:  /4symmetry 
of  the  overall  pattern;  Border  irregularity:  variable 
Color,  especially  red,  white,  and  blues;  and  a 
Diameter  greater  than  6 mm  (Table  2).  Also 
worrisome  are  any  changes  in  existing  moles. 
These  lesions  should  be  considered  melanoma 
until  histologically  proven  otherwise.  If  the  sus- 
picious lesion  is  small,  an  excisional  biopsy  with  a 
1-  to  2-mm  rim  of  normal-appearing  skin  should  be 
performed.  Larger  lesions  that  cannot  be  removed 
without  significant  disfigurement  or  ease  should 
undergo  an  incisional  biopsy  at  the  thickest  part  of 
the  lesion.  Shave  biopsies  are  less  satisfactory  than 
full-thickness  biopsies  and  should  be  avoided,  if 
possible,  because  an  accurate  assessment  of  the 
thickness  of  the  melanoma  cannot  be  obtained 
from  the  specimen.  Tumor  thickness  is  the  single 
most  important  prognostic  factor  for  survival  of 
Stage  1 and  11  melanoma  (no  evidence  of  nodal  or 
distant  metastases)  (Table  Tumor  thickness 
also  determines  the  subsequent  recommended 
excisional  margins  at  the  time  of  wide  local 
excision  and  whether  or  not  the  regional  lymph 
nodes  should  be  evaluated.  Margins  of  excision 
for  diagnosis  may  be  kept  to  a minimum.  Removal 
of  excess  skin  from  around  the  primary  tumor  may 
potentially  alter  the  local  lymphatic  drainage 
patterns.  This  may  decrease  the  ability  to  reliably 
map  the  regional  lymphatics  draining  the  mel- 
anoma, thereby  decreasing  the  success  of  per- 
forming a sentinel  lymph  node  (SLN)  biopsy. 

Patients  diagnosed  with  malignant  melanoma 
should  undergo  a total  body  skin  examination  to 
rule-out  other  cutaneous  malignancies  and  also  to 
establish  a baseline.  This  examination  can  be  per- 
formed by  the  patient’s  family  physician  or  a derm- 
atologist. Suspicious  lesions  can  be  located  and 
documented  with  a photograph  for  later  compari- 
son. Any  interval  change  in  the  appearance  of  sus- 
picious lesions,  or  if  symptoms  such  as  pain, 
itching,  bleeding,  or  nonhealing  occur,  immediate 
evaluation  with  a full-thickness  biopsy  is  war- 
ranted. 

Once  the  primary  melanoma  has  been  biop- 
sied  and  diagnosed,  many  patients  as  well  as  the 
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treating  clinicians  will  become  quite  anxious 
about  the  timing  of  the  subsequent  definitive  wide 
local  excision  and  possible  nodal  staging  pro- 
cedure. The  perception  is  that  every  minute  spent 
waiting  for  the  next  stage  of  treatment  is  another 
minute  available  for  metastases  to  spread.  While 
this  sentiment  merits  theoretical  consideration, 
clinical  trials  have  failed  to  show  that  waiting  3 or 
more  weeks  between  the  biopsy  and  the  definitive 
wide  local  excision  negatively  influences  5-year 
survival.^'®  Patients  can  therefore  be  reassured  that 
a delay  of  a few  weeks  between  the  biopsy  and  the 
definitive  excision  and  nodal  basin  biopsy/dis- 
section will  not  adversely  influence  their  survival. 

Work-up  to  Rule  Out  Distant 
Metastatic  Disease 

The  staging  work-up  of  melanoma  patients  con- 
tinues to  be  an  area  that  lacks  consensus.  Until  a 
histologic  diagnosis  of  melanoma  is  made,  further 
tests  such  as  x-rays,  laboratory  work,  and  comput- 
erized tomography  should  not  be  obtained.  These 
tests  are  expensive,  often  have  false-positive  results 
that  require  more  tests  for  clarification,  and 
generate  an  unnecessary  amount  of  anxiety,  stress, 
and  fear.’*^  When  melanoma  is  diagnosed,  the 
work-up  should  consist  of  a thorough  history  and 
physical  examination,  chest  x-ray,  and  liver  func- 
tion tests.  In  patients  with  no  clinical  signs  of 
advanced  disease,  computerized  tomography  is 
nearly  always  negative.  Only  when  the  chest  x-ray, 
liver  function  tests,  or  history  and  physical  exam- 
ination are  suggestive  of  advanced  lymph  node 
involvement  and/or  distant  metastatic  disease 
should  more  tests  be  obtained.  Generally,  the  need 
for  further  work-up  for  metastatic  disease  should 
be  determined  by  the  surgeon  who  will  be  treating 
the  primary  melanoma. 

Status  of  the  Regional  Lymph  Nodes 

Why  do  we  perform  lymph  node  dissections? 
There  are  two  basic  reasons  in  oncology  to  eval- 
uate regional  lymph  nodes:  to  stage  and  to  cure. 
The  removal  of  regional  nodal  metastases  is 
potentially  curative.  Even  patients  with  clinically 
positive  (palpable)  lymph  nodes  have  a significant 
long-term  survival  rate  (approximately  25%)  with 
lymphadenectomy  alone.  Patients  who  have  a 
single  positive  lymph  node  have  a 10-year  survival 
rate  in  excess  of  40%,  and  that  survival  rate  may  be 
even  higher  now  that  very  early  microscopic 
metastases  can  be  identified  using  sentinel  lymph 


node  technology.  Certainly  there  are  some  data  to 
suggest  that  elective  lymph  node  dissection  may 
improve  survival  in  some  subgroups  of  patients, 
especially  those  who  have  intermediate-thickness 
melanomas." 

Controversy  continues  to  surround  the  issue 
of  how  best  to  treat  occult  regional  nodal 
metastases.  There  are  currently  three  options  used 
for  treating  the  regional  nodal  basins  in  patients 
with  AJCC  Stage  1 and  11  disease.  In  addition  to 
wide  local  excision  of  the  primary  tumor  based  on 
the  tumor  thickness,  the  regional  nodal  basin  can 
be  either  followed  clinically  without  further 
surgical  intervention,  removed  by  an  elective 
lymph  node  dissection,  or  evaluated  by  biopsy  of 
the  SLNs  draining  the  primary  tumor  site.  Indivi- 
dual treatment  options  are  as  follows. 

Wide  Local  Excision  and  Close  Clinical 
Follow-up,  With  Therapeutic  Lymph  Node 
Dissection  for  Palpable  Recurrence 

Proponents  of  this  approach  point  out  that 
randomized,  prospective  trials  have  repeatedly 
failed  to  show  a convincing  survival  benefit  for 
melanoma  patients  who  undergo  prophylactic 
removal  of  the  regional  lymph  nodes  or  elective 
lymph  node  dissection.'^"'’  Furthermore,  in 
patients  with  melanoma  primaries  that  are  located 
in  areas  with  ambiguous  nodal  drainage  patterns, 
such  as  over  the  head  and  neck  and  midline  trunk, 
more  than  one  nodal  basin  may  need  to  be  dis- 
sected. This  significantly  increases  the  potential 
morbidity  for  a procedure  of  questionable  benefit. 
In  the  head  and  neck,  the  lack  of  convincing  data 
that  neck  dissection  improves  survival  may 
influence  many  surgeons  to  adopt  the  “watch  and 
wait”  approach.  However,  those  who  favor  this 
approach  must  accept  the  fact  that  some  patients 
will  have  occult  microscopic  lymph  node  meta- 
stases. 

Wide  Local  Excision  and  Elective  Lymph 
Node  Dissection 

Patients  with  thin  melanomas  (<1  mm)  have  a 
very  good  chance  for  cure  with  local  excision 
alone  without  elective  lymph  node  dissection. 
Patients  with  thick  melanomas  (>4  mm)  are  not 
believed  to  benefit  from  elective  lymph  node  dis- 
section, since  they  have  a very  high  incidence  of 
both  regional  and  distant  metastatic  disease.'^ 
Elective  lymph  node  dissection  to  remove  occult 
nodal  metastases  has  been  advocated  for  the  lym- 
phatic basins  draining  the  site  of  primary  tumors 
that  are  of  intermediate  thickness  (1  to  4 mm).  To 
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Fig  1 — Blue  dye  injection  (in  another  patient  with  an  axillary  primary) 
showing  the  visible  uptake  of  dye  in  the  lymphatics  leading  to  the 
draining  nodal  basin. 


Fig  2 — Sentinel  node  localization  using  the  combination  technique  of 
blue  dye  injection  and  intraoperative  radiolymphoscintigraphy.  This 
combined  technique  is  enormously  helpful  in  the  head  and  neck  area. 


Fig  3 — Sentinel  lymph  node  in  situ.  In  this  particular 
patient,  a forehead  melanoma  was  found  to  have  lym- 
phatic drainage  to  both  the  parotid  and  posterior  triangle 
areas. 

date,  however,  there  are  no  definitive  studies  that 
demonstrate  a clear  advantage  to  performing  or 
not  performing  an  elective  lymph  node  dissection 
in  this  population  of  patients. " The  major  prob- 
lem with  performing  an  elective  lymph  node  dis- 
section is  that  only  about  20%  of  patients  will  have 
nodal  metastases.  Eighty  percent  of  patients  under- 
going an  elective  lymph  node  dissection  will  there- 
fore be  subjected  to  the  morbidity  of  an  operation 
which,  in  retrospect,  they  did  not  require.  Ideally, 
only  patients  who  have  a high  likelihood  of  having 
nodal  involvement  would  be  offered  a full-nodal 
basin  dissection.  TTiis  is  the  area  in  which  sentinel 
node  technology  may  have  its  greatest  impact. 

When  treating  melanoma  primaries  over  the 
head  and  neck  region,  it  is  particularly  difficult  to 
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determine  which  nodal  basin  to  explore.  Unlike 
extremity  tumors  that  have  a relatively  predictable 
pattern  of  nodal  basin  drainage,  head  and  neck 
tumors  can  drain  to  basins  that  would  not  typically 
be  included  in  an  elective  lymph  node  dissec- 
tion.In  one  study,  the  discordance  rate  be- 
tween the  predicted  lymphatic  drainage  basin  and 
basin(s)  identified  on  the  lymphoscintogram  was 
up  to  84%.  This  led  to  a change  in  the  operative 
plan  (additional  nodal  basins  dissected  or  contra- 
lateral dissections  performed)  in  62%  of  patients.'^ 

Wide  Local  Excision  With  Lymphatic 
Mapping  and  Sentinel  Lymph  Node  Biopsy 

Lymphatic  mapping  and  SLN  biopsy  is  a relatively 
new  technique  that  addresses  the  problems 
inherent  in  the  first  two  strategies  discussed  earlier. 
The  theory  behind  SLN  mapping  is  that  for  any 
area  of  skin,  there  is  an  afferent  lymphatic  channel 
that  leads  to  a specific  first-draining  lymph  node, 
the  sentinel  node.  The  sentinel  node,  therefore,  is 
the  first  node  to  which  the  melanoma  will  spread. 
Melanoma  nodal  metastases  are  believed  to 
progress  in  an  orderly  and  nonrandom  fashion. 
The  SLN  therefore  accurately  reflects  the  status  of 
the  lymph  nodes  in  that  nodal  basin. The 
likelihood  that  the  SLN  is  negative  while  another, 
non-sentinel  node  in  the  same  nodal  basin  is 
positive  (a  “skip”  metastasis)  is  rare,  occurring  in 
less  than  1%  of  SLNs  removed.  Sentinel  lymph 
node  biopsies  are  particularly  useful  for  mel- 
anomas located  in  ambiguous  lymphatic  drainage 
areas  (eg,  head  and  neck,  trunk)  and  where  multi- 
ple SLNs  are  the  rule  rather  than  the  exception. 
Failure  to  identify  and  subsequently  remove  all  of 
the  SLNs  represents  an  inadequate  nodal  staging 
procedure  and  will  potentially  place  the  patient  at 
risk  for  higher  recurrence  rates. 

When  the  SLN  is  positive  for  tumor,  the  patient 
is  considered  for  adjuvant  therapy,  and  regional 
lymph  node  dissection  is  strongly  advised  to  re- 
move any  potential  residual  melanoma.  When  the 
SLN  is  negative,  the  lymphatic  basin  is  observed  for 
the  development  of  clinical  nodal  involvement. 
Sentinel  lymph  node  biopsy  should  not  be  confused 
with  a therapeutic  procedure.  The  SLN  biopsy  is  a 
diagnostic  procedure  designed  to  determine  the 
presence  of  nodal  metastases  so  that  a full  lymph 
node  basin  dissection  can  be  performed  and 
appropriate  adjuvant  therapy  instituted. 

Determining  which  patients  should  be  offered 
SLN  analysis  is  based  on  the  probability  of  devel- 
oping regional  nodal  metastases.  Generally, 
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patients  with  a melanoma  less  than  1-mm  thick  are 
considered  to  be  at  low  risk  for  nodal  metastases. 
Statistically,  SLN  mapping  would  be  of  very  limited 
value  in  this  population.  With  melanomas  thicker 
than  or  equal  to  1 mm,  the  risk  of  developing 
regional  metastases  is  sufficiently  high  enough  to 
justify  the  procedure. There  does  not  appear  to 
be  an  upper  limit  in  tumor  thickness  above  which 
SLN  biopsies  are  no  longer  indicated.  Regardless 
of  the  primary  tumor  thickness,  as  long  as  there  is 
no  palpable  adenopathy  or  evidence  of  distant 
metastatic  disease,  SLN  evaluation  is  potentially 
beneficial. 

Patients  with  clinically  palpable  regional 
adenopathy  should  undergo  a fine  needle 
aspiration  of  the  nodes  to  confirm  the  clinical  diag- 
nosis. If  the  fine  needle  aspiration  is  positive,  a full- 
nodal  basin  dissection  should  be  performed.  In 
addition  to  providing  important  data  regarding 
future  survival,  nodal  basin  dissection  may  prove 
to  be  curative  in  up  to  20%  of  patients.^'*'^^  Palpable 
adenopathy  in  the  head  and  neck  is  best  addressed 
at  an  early  stage  to  avoid  the  potential  wound 
healing  problems  and  challenges  associated  with 
large  resections  for  uncontrolled  regional  disease. 

Sentinel  lymph  node  technology  allows 
nodes  to  be  removed  from  any  area  of  the  head 
and  neck.  Although  it  is  richly  invested  with  lym- 
phatic tissue,  the  parotid  gland  is  not  a lymphatic 
organ.  There  is  no  oncologic  or  physiologic  reason 
to  remove  the  entire  gland.  Ninety  percent  of  the 
lymph  nodes  in  the  parotid  gland  are  superficial 
to  the  facial  nerve,  minimizing  the  risk  of  facial 
nerve  damage  during  the  biopsy  procedure.^® 
Routine  superficial  parotidectomies  are  no  longer 
indicated  for  melanoma  staging.  To  date,  no 
definitive  studies  have  proven  that  elective  lymph 
node  dissection  improves  survival;  however,  it  is 
known  that  elective  lymph  node  dissection 
involving  the  parotid  gland  is  positive  for  meta- 
static disease  in  only  5%  of  patients. Superficial 
parotidectomy  is  also  a potentially  morbid  pro- 
cedure with  a high  complication  rate.^^  Recently, 
a series  of  23  patients  treated  with  parotid  SLN 
biopsies  has  been  reported,  revealing  a high  rate 
of  successful  node  retrieval  and  a low  incidence 
of  complications.^* 

Although  SLN  technology  has  great  potential 
promise,  randomized  prospective  trials  with 
adequate  follow  up  remain  forthcoming.  Until 
these  studies  are  published  and  demonstrate 
comparable  disease-free  and  5-year  survival  sta- 
tistics, this  new  technology  must  continue  to  be 
considered  investigational. 
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Intraoperative  Treatment  of 
the  Primary  Tumor 

Historically,  the  margins  of  excision  for  malignant 
melanoma  were  excessively  wide.^®  Prospective, 
randomized  clinical  trials  have  shown  that  nar- 
rower margins  of  excision  do  not  correlate  with 
decreased  5-year  survival.^'^®'^^  Currently,  the 
margins  of  wide  local  excision  are  determined  by 
the  thickness  of  the  primary  tumor  (Table  4).  These 
margins  should  be  adhered  to  as  closely  as 
possible  when  dealing  with  melanomas  located 
over  the  head  and  neck.  In  situ  lesions  should  have 
a 0.5-cm  margin,^  tumors  less  than  1 mm  should 
have  a 1-cm  margin,^®  and  tumors  greater  than  1 
mm  but  less  than  4 mm  in  thickness  should  have 
an  excision  with  margins  proportionate  to  thick- 
ness.^''^^  Data  for  tumors  greater  than  4-mm  thick 
is  lacking,  however,  it  is  generally  believed  that 
these  tumors  should  be  excised  with  at  least  a 2- 
cm  margin  of  uninvolved  skin.  When  treating  mel- 
anomas located  near  critical  anatomic  areas  such 
as  the  eyelids,  nose,  and  other  aesthetic  areas  over 
the  head  and  neck,  using  the  recommended 
margins  may  result  in  deformity  and/or  loss  of 
function.  Generally,  smaller  margins  are  used  in 
such  circumstances.  If  narrower-than-recom- 
mended  margins  are  to  be  used,  the  patient  needs 
to  be  made  aware  that  a trade  off  is  being  made 
between  aesthetics  and  function  and  local  recur- 
rence rates.  The  decision  to  use  narrower  margins 
should  be  clearly  documented  in  the  patient’s 
chart. 

The  depth  of  tumor  excision  should  include 
the  full  thickness  of  the  skin  and  some  underlying 
subcutaneous  tissue  preserving  the  underlying 
fascia,  perichondrium,  and  periosteum. Local 
tissue  flap  and  free-tissue  reconstruction  were  dis- 
couraged in  the  past  because  of  the  concern  that 
tumor  recurrences  would  be  concealed,  delaying 
the  detection  and  worsening  the  outcome. 
Clinically,  flap  reconstruction  has  not  been  shown 
to  worsen  the  disease-free  survival  rates  or  the 
local  recurrence  rate.^^ 

Significance  of  Lymph  Node  Status 

The  presence  of  lymph  node  metastases  in  patients 
with  melanoma  reduces  the  5-year  survival  by 
40%.^®  Although  many  other  factors  relating  to  the 
primary  tumor  may  be  taken  into  consideration  in 
determining  prognosis,  these  are  all  relatively 
unimportant  when  nodal  metastases  are  consid- 
ered.^^ As  is  true  with  most  solid  tumors,  one  of  the 


Table  4.  Recommended  Margins  of  Excision  of  the 
Primary  Melanoma 


Thickness  (mm) 

Margin  (cm) 

In  situ 

0.5 

<1 

1 

M 

2* 

>4 

At  least  2| 

‘Narrower  margins  may  be  taken  on  the  face  in 
critical  aesthetic  and  functional  areas. 

tNo  studies  available  that  specifically  address 
margins  in  tumors  thicker  than  4 mm. 


most  powerful  prognostic  indicators  of  survival  in 
melanoma  is  the  number  of  lymph  nodes  involved 
with  metastatic  tumor.  Patients  with  one  positive 
node  fare  the  best,  with  40%  alive  at  10  years, 
whereas  those  with  two  to  four  nodes  have  an 
intermediate  10-year  survival  of  18%.  Patients  with 
more  than  5 nodes  have  the  worst  10-year  survival 
rate  at  9%.^^  More  importantly,  the  presence  of  ' 
nodal  metastases  has  become  a critical  piece  of  | 
information  for  determining  future  adjuvant 
therapy.  This  is  believed  to  be  especially  true  if  the 
tumor  burden  is  small,  such  as  when  micro- 
metastases  are  identified  by  using  very  sensitive 
assays  to  evaluate  lymph  nodes.  The  combination 
of  SLN  technology  and  highly  sensitive  assays  for 
evaluating  lymph  nodes  has  made  it  possible  to 
stage  melanoma  in  patients  quickly,  accurately, 
and  with  a minimal  amount  of  morbidity. 

Adjuvant  Therapy 

Until  recently,  little  could  be  offered  other  than  ' 
palliative  therapy  to  the  patient  who  had  regional  i 
metastatic  disease.  The  poor  prognosis  usually 
reflected  the  late  stage  at  which  the  diagnosis  was  * 
made  when  multiple  regional  nodes  were  i 
involved.  Adjuvant  forms  of  therapy  have  also  been 
relatively  ineffective.  Recently,  the  results  of  the 
Eastern  Cooperative  Oncology  Group  Trial  * 1 684  | 

evaluating  the  efficacy  of  interferon  alfa  2b  were 
published.^®  This  prospective  trial  randomized 
high-risk  melanoma  patients  (most  with  nodal 
metastases)  into  receiving  either  1 year  of  high- 
dose  interferon  alfa  2b  or  observation.  Interferon 
alfa  2b  was  shown  to  be  effective  in  prolonging 
relapse-free  survival  by  1 1%  and  overall  5-year  sur- 
vival by  9%  for  patients  with  nodal  metastases.  This 
drug  is  now  FDA-approved  for  use  as  adjuvant 
therapy  in  melanoma  patients  with  a high  risk  of  i 
relapse.  ' 
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Interferon  alfa  2b  therapy,  however,  may  be 
associated  with  severe  potential  side  effects.  The 
I recommended  drug  administration  protocol 
I delivers  interferon  alfa  2b  at  doses  near  the 
' maximal  tolerated  dose,  making  it  difficult  for 
! many  patients  to  complete  a year’s  worth  of 
i therapy.  The  side  effects,  which  include  flu-like 
' symptoms  (fever,  myalgia,  headache,  etc),  depres- 
I sion,  anorexia,  and  fatigue,  can  be  debilitating. 
Therefore,  it  would  be  best  to  determine  which 
subgroups  of  patients  would  benefit  most  from 
interferon  alfa  2b,  and  treat  only  those  who  may 
I potentially  gain  from  this  form  of  therapy.  Because 
most  of  the  patients  in  the  Eastern  Cooperative 
I Oncology  Group  TriaE®  had  advanced  disease 
I (palpable  or  recurrent  lymph  node  metastases),  it 
is  important  to  verify  these  results  in  more  favor- 
. able  groups  of  patients.  A particularly  interesting 
1 group  are  those  with  a single  microscopic  lymph 
node  metastasis  identified  by  lymphatic  mapping 
and  sentinel  lymph  node  biopsy.  Once  again,  the 
importance  of  early  detection  and  diagnosis  on 
the  part  of  the  primary  physician  cannot  be  over- 
emphasized. 

Radiotherapy  may  play  a role  as  an  adjuvant 
to  therapeutic  node  dissection.  Local  control  in 
excess  of  85%  has  been  reported  when  radiother- 
apy was  used  as  an  adjunct  to  node  dissection  in 
pathologically  node-positive  patients  and  in 
patients  with  extra-nodal  disease. Other  studies 
confirm  these  favorable  results."*®  Our  practice  is  to 
recommend  radiotherapy  when  nodal  metastases 
are  numerous. 

Patients  with  Stage  IV  disease  (distant  meta- 
stases) have  little  chance  for  cure.'*’  Management 
should  involve  a careful  examination  to  determine 
whether  chemotherapy,  radiation  therapy,  and 
i surgical  intervention  may  play  a role  in  preserving 
the  quality  of  life.  The  goal  in  Stage  IV  disease 
should  be  to  reduce  the  incidence  of  complica- 
tions and  pain.  In  the  asymptomatic  patient  with 
end-stage  disease,  no  intervention  may  be  the  best 
approach. 

Follow  Up 

Most  melanoma  recurrences  occur  within  3 years 
i after  excision.  Postoperatively,  patients  are  asked 
' to  return  at  decreasingly  frequent  intervals  to 
undergo  a screening  history  and  physical  exam- 
ination. Chest  x-rays  and  liver  function  testing, 
when  indicated,  are  performed  annually.  If  these 
screening  measures  disclose  signs  or  symptoms  of 
possible  systemic  disease,  further  tests  are  per- 
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formed,  as  indicated.  Patients  and  their  families  are 
also  informed  about  how  to  identify  signs  and 
symptoms  of  melanoma  recurrence,  especially 
local  recurrences.  In  one  study,  90%  of  patients 
with  recurrent  disease  had  a history  of  symptoms 
such  as  local  nodularity,  satellites,  adenopathy, 
chronic  cough,  headaches,  bone  pain,  gastrointes- 
tinal disturbances,  etc.'*^  Close  follow  up  with  a 
dermatologist  for  whole  body  skin  examinations 
is  also  wise,  since  many  of  these  patients  will 
develop  future  cutaneous  malignancies.  The  risk 
of  developing  a second  and  a third  primary  mel- 
anoma is  as  high  as  3%  to  7%.*^ 

Ongoing  Research 

The  Sunbelt  Melanoma  Trial  is  a randomized, 
prospective  study  involving  almost  1,400  patients 
at  60  different  institutions  from  around  the  country. 
The  study  was  developed  and  initiated  at  the 
University  of  Louisville,  Department  of  Surgery.  It 
is  the  only  major  multi-institutional  trial  of  lym- 
phatic mapping  and  sentinel  lymph  node  biopsy 
for  melanoma  (ongoing  or  planned)  in  the  world. 
The  goal  of  the  study  is  to  determine  whether  inter- 
feron alfa  2b  therapy  improves  survival  in  patients 
with  very  early  nodal  metastases  detected  by  lym- 
phatic mapping  and  sentinel  lymph  node  biopsy. 
The  study  incorporates  sensitive  PCR  assays  of 
sentinel  nodes  and  of  peripheral  blood  cells  to 
detect  circulating  melanoma  cells.  Patients  with 
melanomas  thicker  than  1 mm,  and  who  have  no 
clinical  adenopathy  or  distant  metastases,  are 
potentially  eligible  to  be  enrolled  in  this  study.* 

Conclusion 

As  the  melanoma  epidemic  progresses,  more  and 
more  primary  care  physicians  and  dermatologists 
will  be  asked  to  evaluate  and  work-up  suspicious 
skin  lesions.  It  cannot  be  overemphasized  that 
early  detection  remains  the  best  method  to 
improve  survival.  Many  thin  melanomas  are  cured 
with  simple  excision  without  the  need  to  do 
further  expensive  or  painful  tests  or  biopsies.  In 
patients  with  localized  melanoma  greater  than  1 
mm  in  thickness  and  without  clinical  nodal 
involvement,  controversy  continues  to  surround 
the  issue  of  whether  or  not,  and  how  to,  evaluate 
the  nodal  basin  for  micrometastatic  disease. 
Determining  which  nodal  basin  is  at  risk  is  often 
difficult,  if  not  impossible,  as  is  the  case  in  the 
head  and  neck  melanoma.  The  SLN  technique, 
although  still  investigational,  offers  great  promise 
in  this  area.  This  is  proving  to  be  highly  reliable. 
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accurate,  relatively  easy  to  perform,  with  minimal 
associated  risk  and  morbidity.  With  fewer  lymph 
nodes  removed,  greater  care  and  more  specific 
and  sensitive  studies  can  be  performed  on  those 
nodes,  such  as  immunohistochemical  stains  and 
the  newly  developed  and  highly  sensitive  RT-PCR 
assay.  Clinical  trials  pioneered  at  The  University  of 
Louisville  are  now  in  progress,  evaluating  the 
usefulness  of  RT-PCR  technology  and  its  role  in 
determining  who  will  benefit  from  interferon  alfa 
2b  therapy. 

We  conclude  that  factors  such  as  increased 
public  awareness;  prompt  recognition,  diagnosis, 
and  referral  for  surgical  excision;  newer  methods 
to  obtain  and  evaluate  regional  lymph  nodes;  and 
more  effective  adjuvant  therapy  for  patients  at  high 
risk,  are  the  primary  reasons  why  patients  with  mel- 
anoma are  no  longer  in  a hopeless  position. 


*The  Sunbelt  Melanoma  Trial  is  supported  by  the  James 
Graham  Brown  Cancer  Center,  the  Center  for  Advanced 
Surgical  Technologies  (CAST)  of  Norton  Hospital,  and 
the  Norton  Hospital  Cancer  Treatment  Center.  For  more 
information,  contact  Vicki  Viar,  RN,  MSN,  at  502-629- 
3381. 
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Venomous  Snake  Bite  of  a Child 
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Venomous  snake  bites  account  for  9 to  15 
deaths  yearly.  This  is  a low  number  considering  that 
approximately  8, 000  venomous  snake  bites  occur 
each  year.  These  deaths  may  be  prevented  by  proper 
and  timely  medical  treatment. 


It  is  estimated  that  8,000  venomous  snake  bites 
occur  each  year  in  the  United  States.'  Approxi- 
mately 99%  of  these  bites  are  from  the  pit  vipers, 
including:  prairie  rattlesnake,  cotton-mouth  or  water 
moccasin,  and  copperhead.^  About  1%  of  venom- 
ous snake  bites  are  from  the  coral  snake. 

Venomous  snake  bites  result  in  9 to  15  deaths 
per  year.'  These  deaths  occur  in  children  and 
adults  that  are  untreated  or  mismanaged.  Children 
are  the  victims  of  50%  of  all  venomous  snake  bites,^ 
most  often  involving  children  1 to  9 years  of  age.' 
They  are  unaware  of  the  hazard  and  are  most  likely 
to  pick  up  a snake.  This  article  reports  a case  of 
venomous  snake  bite  in  a child  and  reviews  current 
recommendations  for  medical  management. 

Case  History 

A 5-year-old  white  male  in  good  health  was  attend- 
ing a camp  for  diabetic  children  where  his  mother 
serves  as  a nurse.  During  an  evening  he  stepped 
from  a van  onto  a grassy  area  in  his  bare  feet  onto 
a snake.  The  snake  struck  him  on  the  right  foot.  He 
was  taken  to  a center  for  emergency  care  and 
admitted  for  observation  and  treatment  of  the 
snake  bite. 


The  bite  was  thought  to  be  that  of  a copper- 
head measuring  1 inch  width  between  the  fang 
bite.  The  complete  blood  count,  coagulation  stud- 
ies, and  blood  chemistries  were  normal.  The  bite 
did  not  require  antivenin  administration.  The  child 
was  treated  conservatively  with  elevation  and 
close  observation  over  the  next  several  days.  No 
additional  changes  occurred.  Repeat  coagulation 
studies,  complete  blood  count,  and  blood  chem- 
istries were  normal. 

He  was  discharged  home  on  Cefalexin  and 
instructed  to  continue  conservative  care.  The  child 
did  well  over  the  following  5 days.  Then  he  devel- 
oped progressive  swelling  of  his  right  foot  and  calf. 
The  day  prior  to  admission  he  developed  a low 
grade  fever  that  began  spiking  as  high  as  40.5  C. 

Examination  showed  a swollen  right  foot  with 
2 fang  strike  marks  1 inch  in  distance  separation 
(Figs  1,2).  There  was  a poorly  defined  surrounding 
red  zone.  No  necrosis  was  present.  The  bite  area 
was  tender  on  palpation.  Good  capillary  refill  was 
noted  in  the  nail  beds.  The  right  ankle  was  noted 
to  be  warm  compared  to  the  left.  The  right  calf  was 
tender  but  not  tense  on  palpation. 

He  was  admitted  to  the  hospital  for  treatment 
of  secondary  cellulitis.  The  child  was  placed  on 
intravenous  fluids  and  intravenous  nafcillin  150mg/ 
kg/day  divided  into  4 doses.  He  was  also  started 
on  Gentamycin  7.5mg/kg/day  divided  into  3 doses. 
The  area  was  elevated  and  warm  compresses  were 
applied.  The  child  was  given  Advil  and  Tylenol  for 
fever  and  discomfort  control.  Admission  lab- 
oratory studies  had  a white  blood  cell  count  of 
10,000,  HCT  was  35%,  with  66%  neutrophils,  5% 
bands,  15%  lymphocytes,  9%  monocytes,  and  5% 
basophils.  Westergren  sedimentation  rate  was  42 
with  a normal  of  1 to  10.  Other  blood  chemistries 
were  normal.  A blood  culture  was  collected. 

X-rays  of  the  right  foot  showed  dorsal  soft 
tissue  swelling.  No  fracture,  dislocation,  or  perio- 
steal reaction  was  noted  by  this  procedure.  A bone 
scan  was  obtained  and  showed  abnormal  uptake 
of  activity  in  the  right  leg,  ankle,  and  foot  through 
all  three  phases.  The  increased  activity  persisted 
and  was  still  observed  in  delayed  images  5'A  hours 
after  the  injection.  The  findings  were  consistent 
with  the  child  having  periostitis.  The  blood  culture 
was  sterile.  The  child  was  discharged  to  home  and 
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received  4 additional  weeks  of  intravenous  cef- 
triaxone 1 gram  a day  through  a PICC  line. 
Recovery  proved  uneventful  and  he  continues  to 
do  well  at  follow-up. 

Discussion 

First  aid  measures  are  the  same  for  all  venomous 
snake  bite  victims.’’^  A rescuer  should  splint  or 
immobilize  the  bitten  extremity  in  a functional 
position  below  the  level  of  the  heart  and  remove 
all  constricting  items.  Keep  the  individual  calm 
and  inactive  to  minimize  circulation.  Do  not  apply 
ice,  offer  alcoholic  beverages,  or  cut  the  bite  area. 
Do  not  apply  a tourniquet.  Most  snake  bites  occur 
within  a short  distance  from  emergency  medical 
care,  and  the  vast  majority  of  bites  are  not 
immediately  life  threatening."' 

The  individual  is  transported  as  soon  as  safely 
possible  to  an  emergency  center.  Have  a descrip- 
tion and  size  or,  if  possible,  take  the  dead  snake  to 
the  hospital  for  identification.  Carefully  collect  it 
with  a stick  and  place  it  in  a bag.  Dead  snakes  can 
bite  by  reflex.^  If  transported  by  ambulance  an 
intravenous  line  should  be  started. 

Each  bite  requires  individual  treatment  with 
consideration  of  envenomation.  Snake  bite  venom 
is  composed  of  a mixture  of  toxins,  including 
hemotoxins,  cardiotoxins,  and  neurotoxins. ^ Pit 
viper  venom  is  more  likely  to  produce  local  tissue 
destruction  through  components  that  digest  tissue. 
Cardiotoxic  and  neurotoxic  effects  occur  with 
large  quantities  of  envenomation.  The  toxic  effects 
of  coral  snake  venom  are  neurotoxic  and  cardio- 
toxic.^ 

Bites  of  smaller  snakes  are  usually  less  serious, 
delivering  less  venom  and  less  injury  from  the 
fangs.  Copperheads  produce  mild  venom  and  do 
not  threaten  the  life  of  a healthy  adult.  However, 
children  may  react  more  violently  to  all  venomous 
snake  bites  and  require  immediate  assessment  and 
intensive  therapy.^ 

Death  from  venomous  snake  bites  is  a result 
of  either  delay  in  starting  antivenin,  or  use  of 
inadequate  amounts  of  antivenin.  However,  before 
antivenin  is  administered,  information  needs  to  be 
known  about  the  snake  bite  and  its  severity 
graded.  It  is  important  to  determine  if  a snake  bite 
actually  occurred,  what  type  of  snake  was  involved, 
is  it  poisonous,  and  did  envenomation  occur.^ 
Abrasions  can  be  produced  from  a number  of 
sources  in  the  wild  and  be  confused  for  a snake 
bite.  Surprisingly  for  20%  of  all  poisonous  snake 
bites  no  venom  is  injected.^’"*  An  additional  15%  to 
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40%  of  snake  bites  are  trivial  and  do  not  need 
antivenin.’’^  If  antivenin  is  used  correctly  and  in  a 
timely  way  in  the  other  50%,  morbidity  and  mor- 
tality could  be  significantly  reduced. 

Except  for  the  coral  snake,  mojave  rattlesnake, 
and  exotic  snakes,  administration  of  antivenin  is 
determined  by  grading  the  severity  of  the  venom- 
ous snake  bite^:  (A)  No  envenomation:  Fang  or 
teeth  marks  are  present.  Sixty  minutes  after  the 
bite,  no  swelling  and  no  discoloration  have 
occurred  and  there  is  minimal  pain.  (B)  Minimal 
envenomation:  Sixty  minutes  or  more  after  the  bite, 
possible  discoloration,  minimal  swelling,  and  pain 
are  present  but  do  not  increase  in  their  severity. 
(C)  Mild  envenomation:  Sixty  minutes  after  the 
bite,  ecchymosis,  limb  swelling  with  possible 
paresthesias,  and  systemic  signs  are  present.  Lab 
values  are  abnormal  (CBC,  platelet  count,  pro- 
thrombin time,  partial  thromboplastin  time,  renal 
function,  electrolytes,  fibrinogen,  fibrinogen  split 
products,  sedimentation  rate).  Symptoms  may 
progressively  worsen  over  a few  hours  to  man- 
ifestations of  a moderate  bite.  (D)  Moderate  en- 
venomation: Within  thirty  minutes  after  the  bite, 
edema,  ecchymosis,  local  cyanosis  or  paresthesia, 
weakness,  nausea,  or  other  systemic  signs  may 
develop.  Lab  values  are  abnormal.  (E)  Severe  en- 
venomation: The  individual  is  ill.  Signs  and  symp- 
toms rapidly  develop.  Hypovolemic  shock  may  be 
present.  Coma  may  occur  quickly  if  venom  is 
injected  intravenously. 

Mild  and  minimal  envenomation  are  treated 
by  elevation  of  the  extremity  and  close  observation 
with  monitoring  every  4 hours.^  This  is  important 
because  symptoms  may  evolve  over  several  hours 
following  a bite.  Antivenin  is  given  intravenously 
for  moderate  and  severe  envenomation. In  the 
US  the  same  antivenin  is  used  for  all  snake  bites 
except  for  the  coral  snake.'  Antivenin  neutralizes 
venom,  blocking  tissue  damage  and  necrosis. 
Children  may  need  more  antivenin  than  adults 
because  they  have  a lower  resistance  and  are  more 
susceptible  to  the  toxic  effects  of  venom.'  Anti- 
venin may  be  used  to  speed  recovery  and  reduce 
pain  and  swelling.^ 

Antivenin  is  made  from  horse  serum.  Indivi- 
duals may  have  an  allergic  reaction  to  antivenin. 
A skin  test  should  be  run  to  horse  serum  before 
antivenin  is  given. ^ A test  kit  is  supplied  with  the 
antivenin.  An  allergic  reaction  would  consist  of 
erythema,  hives  or  itching.^  It  may  be  followed  by 
severe  laryngospasm,  bronchospasm,  bradycardia, 
hypotension,  unconsciousness,  and  even  death. ^ 

The  occurrence  of  reactions  may  be  sub- 
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stantially  reduced  by  administering  Img  diphen- 
hydramine per  kg  body  weight  15  minutes  before 
antivenin.  Administering  diluted  antivenin  at  a 
slow  rate  or  giving  antivenin  and  diphenhydramine 
simultaneously  also  reduces  the  reaction  rateJ  If 
an  allergic  reaction  occurs,  stop  the  infusion 
immediately.  It  may  be  controlled  with  intravenous 
diphenhydramine  and  epinephrine.  If  a positive 
test  skin  reaction  occurs,  the  physician  must  weigh 
if  the  patient  will  survive  and  not  experience 
signihcant  tissue  damage  without  antivenin.’’^  If  the 
skin  test  is  negative  after  10  minutes,  administer 
antivenin.  It  is  best  to  have  intravenous  access  in 
two  different  extremities,  one  for  antivenin  and  the 
second  for  other  products  or  medicine. 

The  starting  dosage  of  antivenin  is  based  on 
the  severity  of  envenomation,  with  weight  consid- 
ered.^’* The  hrst  doses  of  antivenin  for  a child  more 
than  100  pounds  with  minimal  envenomation  is  5 
vials;  moderate  envenomation  give  10  vials,  and 
for  severe  15  vials.  Children  less  than  100  pounds 
should  be  given  a 50%  larger  dose.  A child  bitten 
by  the  mojave  rattlesnake  should  receive  an  initial 
dose  of  10  vials  of  antivenin. 

To  reduce  the  occurrence  of  allergic  reac- 
tions, the  antivenin  is  diluted  1:4  with  0.5  normal 
saline.  It  is  infused  at  a slow  rate  of  1.5ml  a minute. 
The  child  is  carefully  observed  and  if  no  reaction 
occurs  in  10  to  15  minutes  the  infusion  rate  is  in- 
creased. The  goal  is  to  complete  the  infusion  in  2 
to  6 hours. 

If  tolerated,  the  dose  of  antivenin  is  repeated 
every  2 hours  until  the  progression  of  swelling  has 
ended  and  all  paresthesias  and  muscle  fascicu- 
lations  have  ceased.  The  total  dose  required  to 
neutralize  the  toxin  and  its  effects  is  determined 
by  a child’s  clinical  response.^ 

Coral  snake  bites  are  treated  differently  than 
pit  vipers.  Coral  snakes  bite  and  chew,  working 
their  teeth  into  the  skin.  If  they  are  pulled  off 
quickly,  envenomation  may  not  occur.  Venom  may 
produce  pain,  paresthesias,  nausea,  vomiting, 
muscle  tenderness,  weakness,  fasciculations, 
dizziness,  euphoria,  dyspnea,  diaphoresis,  con- 
fusion, diplopia  and  hypotension.^  Systemic  signs 
may  be  delayed  for  several  hours  and  then 
progress.  Abnormal  reflexes  and  general  paralysis 
indicate  evolving  toxin  effect.  Death,  if  it  occurs, 
would  be  within  24  hours."^  If  the  history  indicates 
a coral  snake  bite  has  occurred  and  it  has  broken 
the  skin,  antivenin  should  be  given.  However, 
check  with  the  regional  poison  control  center  first. 
The  antivenin  is  not  effective  for  the  Arizona  coral 
snake  and  is  not  used  for  this  snake  bite. 


Coral  snake  antivenin  is  not  as  effective  if 
given  after  symptoms  develop.  Early  administration 
may  prevent  potentially  fatal  respiratory  collapse 
from  developing. If  treatment  is  delayed  for 
individuals  presenting  with  systemic  symptoms  of 
coral  snake  bite,  antivenin  and  aggressive  treat- 
ment are  required  with  early  intubation.^  These 
individuals  should  be  observed  for  at  least  12 
hours. 

Children  who  receive  antivenin  for  a venom- 
ous snake  bite  should  be  carefully  monitored  in 
either  the  emergency  room  or  intensive  care  unit. 
Appropriate  treatment  should  be  started  for  com- 
plications such  as  anemia  from  hemolysis  and 
coagulopathy  and  hypotension  associated  with 
decreased  blood  volume. 

Fresh  frozen  plasma,  plasma  expanders,  or 
fresh  whole  blood  may  be  needed  for  these  dis- 
orders.’ Because  of  the  nature  of  the  venom  injury 
crystalloid  solutions  do  not  correct  shock  from 
venomous  snake  bites.  Vasopressor  drugs  should 
not  be  used  until  the  intravascular  fluid  volume 
has  been  replaced.^  Give  oxygen  if  respiratory  dis- 
tress occurs.  Codeine,  meperidine,  or  morphine 
may  be  needed  for  pain  control.’ 

Abnormal  lab  values  should  be  monitored 
until  normal.  Wound  care  for  bites  is  the  same  as 
for  second  degree  burns.  If  blebs  or  bullae  develop 
in  the  edematous  area,  surgical  debridement  is  per- 
formed after  the  third  day  when  the  risk  of  sig- 
nificant bleeding  is  reduced.  This  area  also  would 
then  be  treated  similarly  to  a second  degree  burn.^ 
Tetanus  prophylaxis  and  immune  status  need 
to  be  considered.  Corticosteroids  should  be  given 
if  serum  sickness  develops.'  Prednisone  (Img/ 
kg/day)  is  given  until  the  pruritus  and  urticaria 
have  been  resolved  for  24  hours.  Then  the  dose  of 
steroid  is  tapered  over  72  hours. 
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Primary  Care  Rounds 

“The  Middle-Aged  Golfer” 
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A 56-year-old  white  male  comes  to  your  office 
in  the  summer  after  a particularly  hot  and 
humid  week.  The  patient  describes  the  fol- 
lowing events  in  his  own  words.  He  was  on  the 
third  hole  and  had  just  hit  a 250  yard  tee  shot 
down  the  center  of  the  fairway.  After  teeing  off,  he 
climbed  into  his  electric  golf  cart  and  rode  to  his 
ball  down  the  fairway.  Just  after  climbing  out  of 
the  cart  he  felt  dizzy.  The  next  event  he  could 
remember  was  waking  up  on  the  grass  beside  the 
cart.  Please  answer  the  questions  below. 

1.  What  is  the  final  common  pathophysiologic 
mechanism  for  all  causes  of  syncope? 

2.  The  most  important  diagnostic  test  at  this  time  is 
to  obtain  a more  complete  history.  What  other 
questions  would  you  ask  your  patient  and  why? 

3.  What  specific  areas  of  the  physical  examination 
would  you  want  to  assess? 

4.  Would  you  order  any  simple  in-office  ancillary 
tests? 

5.  How  would  you  decide  what  further  diagnostic 
tests  to  order  and  whether  or  not  to  admit  the 
patient? 

6.  What  would  you  tell  this  patient  regarding  the 
operation  of  an  automobile? 

Discussion  and  Answers 

1 .  The  final  common  pathophysiology  of  syncope 
is  a reduction  in  cerebral  blood  flow  below  a 
level  to  sustain  consciousness.  This  can  be 
caused  by; 

1 . Arrhythmias  — fast  or  slow 

2.  Vasomotor  mechanisms 
— vasodepressor  or  vasovagal 
— orthostatic 

— situational;  micturition,  cough,  defeca- 
tion, swallow 

— carotid  hypersensitivity 

3.  Severe  flow  obstruction  including  advanced 
pulmonary  hypertension,  PE,  AS,  HOCM, 
intracardiac  tumor 

4.  Cerebrovascular  disease 

Cerebrovascular  disease  is  a rare  cause  of 


syncope.  1 frequently  see  this  considered  and 
searched  for  near  the  top  of  the  list  on  the 
inpatient  service.  Routine  TlAs  and  CVAs  are 
not  associated  with  syncope  unless  the 
vertebrobasilar  system  and  brainstem  are 
involved  or  there  is  massive  bihemispheric 
ischemia.  Occasionally  subclavian  steal  syn- 
drome can  be  associated  with  syncope. 
Carotid  duplex  scanning  and  CTS/MRls  of 
the  head  are  therefore  rarely  indicated  in  the 
work-up  of  syncope. 

The  specific  causes  of  syncope  vary  from 
study  to  study. 

This  is  expected  since  the  causes  of  syn- 
cope in  a population  will  vary  depending  on; 

(1)  The  age  of  the  population.  For  example, 
younger  populations  — more  vasode- 
pressor cases,  older  populations  — more 
cardiac  cases.  Outpatient  population  — 
more  cardiac,  orthostatic  cases. 

(2)  The  source  of  the  cases.  For  example, 
CCD  population  — more  orthostatic,  sit- 
uational, vasodepressor  cases. 

(3)  How  one  defines  a definitive  diagnosis. 
For  example,  most  testing,  if  positive  or 
negative,  only  increases  or  decreases  the 
probability  of  any  one  cause  being  the 
cause  in  a given  patient.  It  is  exceedingly 
rare  that  we  document  a cause  in  a 
patient  by  catching  the  etiologic  event 
while  the  patient  experiences  the  syn- 
cope. Therefore,  when  reading  the  lit- 
erature, be  careful  to  read  how  the 
researchers  defined  a positive  EEC  or 
EPS  and  then  assigned  this  as  the  cause 
for  the  syncope  in  a given  patient. 

2.  The  first  step  is  to  determine  what  happened 
right  before,  during,  and  after  the  syncopal  epi- 
sode. Patients  will  often  use  the  word  dizzy 
when  they  mean  lightheaded,  unsteady  without 
true  vertigo,  or  when  they  have  true  vertigo.  Be 
sure  you  are  dealing  with  true  syncope  or  near 
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syncope  and  be  careful  about  what  the  patient 
is  really  trying  to  say. 

1.  Before: 

— Fluid  status/environment  (probably  hot/ 
humid  in  Augusta  in  the  summer,  sweat- 
ing, etc) 

— Drugs  may  cause  orthostasis,  arrhythmias, 
anaphylaxis,  hypoglycemia,  etc;  and  don’t 
forget  ETOH 

— Presyncopal  symptoms:  nausea,  sweating, 
light-headed,  palpitations,  chest  pain, 
vertigo,  diplopia,  paresis,  aura 
— Activity:  bedrest/posture  change  asso- 
ciated with  osthostasis,  exercise  may  in- 
duce arrhythmias;  micturition/defecation/ 
cough/swallow;  postprandial  orthostasis  is 
relatively  common  in  the  elderly;  turning 
of  the  head/collar  in  relation  to  possible 
carotid  hypersensitivity 
— Possible  stimulants  for  seizures:  stopped 
meds,  bright  lights,  etc 
— Emotional  state 

— General:  Does  the  patient  have  significant 
cardiac,  pulmonary,  cerebrovascular  dis- 
ease? Is  there  a disease  or  other  reason  to 
be  orthostatic,  etc?  Prior  syncope  or  near 
syncope  prior  evaluations?  Knowledge  of 
these  factors  will  change  the  pretest  prob- 
ability of  different  explanations  for  the 
syncopal  event. 

2.  During: 

Was  it  witnessed?  If  so,  always  question  the 
witness  if  possible  — seizure  activity,  dura- 
tion, focal  neuro  signs,  postictal  confusion  or 
paresis,  loss  of  bowel  or  bladder  control, 
drug/ETOH  use  (the  patient  may  not  always 
be  truthful).  (Of  course,  ask  the  patient  these 
questions  as  well) 

3.  After: 

— Postictal  confusion? 

— Focal  neuro  signs? 

— Injuries  from  the  event? 

— Cardiac,  pulmonary,  orthostatic,  glycemic 
or  other  important  symptoms? 

Let’s  go  back  to  the  case  for  a minute.  Suppose  fur- 
ther history  revealed  the  following  information.  In 
each  scenario,  consider  how  your  evaluation  after 
the  history  might  be  directed. 

Scenario  A: 

The  patient  says  he  has  no  PMH,  he  felt  fine  except 
he  had  a 24  hour  gastroenteritis  the  day  before.  He 
had  two  beers  before  playing  golf,  it  was  1:00  pm, 
he  was  sweating,  no  aura/no  loss  of  bowel  or 


bladder  control/no  postictal  state  occurred,  and 
he  had  just  changed  posture  as  in  the  case  descrip- 
tion. No  cardiac  or  pulmonary  disease  or  symp- 
toms are  noted.  What’s  your  best  guess  as  to  the 
cause  of  the  syncope?  What  other  testing  is  needed? 
Would  you  hospitalize  the  patient? 

Scenario  B: 

The  patient  says  he  has  CAD,  he  is  status-post  PTCA 
to  the  LAD  6 months  ago.  He  has  been  getting 
increasing  chest  pain  in  the  last  month  and  had 
some  pain  the  morning  of  the  golf  game.  They  had 
started  play  at  8 am,  it  was  75  degrees,  he  had 
taken  his  usual  isosorbide,  diltiazem,  and  ASA  that 
morning  at  6 am,  no  ETOH  was  involved,  and  he 
recalls  his  heart  pounding  just  before  he  lost  con- 
sciousness. Now  what  would  you  be  concerned 
about?  Would  this  history  change  your  diagnostic 
approach  compared  with  Scenario  A;  would  it 
change  your  mind  on  whether  or  not  to  hospitalize 
the  patient? 

The  History  Is  the  Key  to  the  Diagnosis 
and  Further  Decision-Making 

3.  The  physical  examination  should  focus  on  key 
areas  most  likely  to  help  in  establishing  a 
diagnosis. 

— Blood  Pressure:  careful  routine  blood  pres- 
sure measurement  should  be  carried  out. 
Orthostatic  vital  signs  should  also  be  meas- 
ured. If  you  suspect  orthostasis  enhanced  by 
drug  or  meal  effects,  you  may  want  to  meas- 
ure orthostatic  vital  signs  when  a medication 
is  having  a peak  effect  or  30-60  minutes  after 
a meal. 

— Cardiac:  carefully  assess  all  pulses  to  detect 
vascular  disease,  arrhythmias,  or  a discrep- 
ancy in  arm-arm  or  arm-leg  pulses  (why?), 
thorough  heart  exam  for  evidence  of  pump 
dysfunction  or  valvular  disease. 

— Neurologic  examination:  detailed  to  assess 
for  signs  of  seizures  and  signs  of  processes 
that  might  cause  seizures. 

— Pulmonary  examination/leg  exam:  to  detect 
possible,  DVT,  PE,  and  severe  pulmonary  hy- 
pertension. 

— Carotid  sinus  massage:  must  be  done 
carefully  with  resuscitation  equipment  and 
monitoring.  Technique  and  interpretation  of 
results  not  well  standardized,  results  may  be 
nonspecific,  and  sensitivity  is  not  known. 
Should  not  be  a routine  part  of  the  examin- 
ation. 
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4.  The  ECG  may  be  helpful  in  guiding  further 
work-up,  but  is  rarely  definitive.  The  diagnosis 
is  established  by  the  ECG  in  less  than  5%  of 
cases.  An  ECG  consistent  with  organic  heart  dis- 
ease will  increase  the  probability  of  a cardiac 
source.  Electrolytes  may  be  helpful  if  one  is  con- 
sidering volume  depletion  or  arrhythmias  as  a 
cause.  An  ABG  would  only  rarely  be  helpful. 

5.  Tests  that  may  be  useful  in  the  work-up  of 
syncope  include  tilt-table  testing,  EEG,  Hotter 
monitoring.  Cardiac  event  monitoring.  Electro- 
physiologic  testing.  Echocardiography,  and 
Psychiatric  Evaluation.  Cerebrovascular  studies 
and  brain  radiology  will  rarely  be  helpful  and  I 
believe  are  grossly  over  requested.  In  any  given 
case,  it  is  unusual  that  you  need  all  tests  and  the 
“shotgun”  approach  is  neuer  indicated  or 
helpful,  and  always  very  expensive.  Regarding 
hospitalization  — it  depends  on  the  suspected 
cause.  For  example,  in  Scenario  A above,  it 
sounds  like  orthostasis,  and  no  other  work-up  is 
indicated.  Treatment  would  consist  of  fluid 
replacement  and  taking  it  easy  for  a day  or  two. 
In  Scenario  B,  the  patient  needs  to  be  admitted 
with  a diagnosis  of  crescendo  angina  with  sus- 
pected arrhythmia. 

6.  Common  sense  answer:  If  you  believe  operating 
a motor  vehicle  would  be  unsafe  for  the  patient 
and/or  the  public,  you  should  tell  the  patient 
not  to  drive,  document  this  in  the  chart,  discuss 
with  any  relatives  if  possible,  and  consider 
notifying  the  motor  vehicle  division  if  a pro- 
longed course  is  anticipated.  When  in  doubt, 
err  on  the  conservative  side. 
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I Neurosurgery 
I Ob/Gyn 
I Orthopaedic 
Surgery 
I Urology 
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ROB  GAMAGE 
BAPTIST  HEALTHCARE  SYSTEM 
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800-200-5099,  502-896-5059 
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highly  confidential. 
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Louisville  (502)  589-1772 
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It's  Time  To 

Tell  Your  Patients  What 
They  Need  To  Hear. 


The  Louisville  Hearing  Aid 
Center's  patient  referral  program 
provides  an  excellent  opportunity 
to  work  together  for  the  mutual 
benefit  of  those  who  come  to  us 
for  care.  It's  quite  simple;  if  any 
of  your  patients  are  experiendng 
hearing  loss,  refer  them  to  us.  In 
turn,  we'll  refer  to  you  any  of  our 
patients  that  are  in  need  of  the 
spedalized  care  that  you  provide. 
Everyone  benefits.  Espedally  the 
patients.  For  more  information, 
give  us  a call  at  (502)  459-HEAR. 
Let's  cover  all  the  bases. 

^LOUISVILLE 

Hearing  Centers,  Inc. 


FROM  THE  EDITORS 


IVe  Had  a Good  Run! 


Tonight’s  a trifle  chilly  and  the  stars  are  very  bright 

A heavy  dew  is  falling,  but  the  tent  is  rigged  alright 

You  may  rest  your  bones  'til  morning  and  if  you  should  chance  to  wake 

Give  me  a call  about  the  time  daylight  starts  to  break. 

— Harry  H.  Morant 


//n  reaker”  Morant  is  to  be  shot  by 
■^firing  squad  at  sun-up.  He  has 
■^been  convicted  of  trump-up 
charges  of  shooting  prisoners  of  war. 
Lord  Kitchner  made  the  policy  of 
taking  no  prisoners,  but  the  order  was 
verbal  and  no  record  was  kept,  hence 
there  was  no  accountability. 

Friends  of  the  court  martial  are 
sympathetic  towards  Morant  and  one 
of  them  offers  him  a horse  on  which  to 
escape  and  he  is  told  that  the  guards 
are  asleep. 

Morant  demurs  the  offer,  stating 
I “I’ve  had  a good  run.”  He  hints  there  is 
I nothing  for  him  in  England  or  Australia 
S if  he  should  get  away.  At  daybreak,  he 
is  executed. 

The  above  story  is  true  and  it  is  a 
bit  more  complicated  than  1 indicate, 
but  it  presents  a nice  segue  into  my 
retirement  and  my  own  “I’ve  had  a 
good  run.”  Of  course  there  is  no  one, 
as  far  as  1 know,  waiting  to  shoot  me  at 
i sun-up. 

I As  1 hang-up  thirty-nine  and  one- 
half  years  of  medical  practice,  there  is  a 
virtual  roller  coaster  of  emotions  and 
of  loss  and  gain.  1 shall  certainly  miss 
the  patients  and  their  individual 
personalities.  And  1 shall  miss  medicine 
and  the  challenges  of  diagnosis  and 


therapy.  1 shall  not  miss  the  current 
interference  from  insurance 
companies.  Medicare,  hospital 
discharge  planners,  and  now  hovering 
on  the  horizon,  capitation. 

Neither  will  1 miss  the  occasional 
difficult  patient  who  wants  to  “drive  the 
bus”  but  also  wants  me  to  write  15  new 
prescriptions  for  himself  and  spouse  to 
mail  off  to  a pharmacy  in  Texas.  Or 
how  about  the  obese  lady  who  comes 
in  for  a blood  pressure  check,  but  she 
is  wearing  a blouse  with  sleeves  so 
snug,  it  will  take  a general  contractor 
and  crane  to  get  the  fabric  above  the 
antecubital  fossa  just  to  apply  the  cuff. 

1 have  had  at  least  one  self 
imposed  inviolable  rule.  1 have  never, 
ever  listened  to  a heart  or  a set  of  lungs 
with  the  stethoscope  applied  to  a shirt 
or  other  clothing.  1 have  insisted  that 
the  diaphragm  goes  on  bare  skin.  On 
occasions,  1 must  admit,  1 have  had  to 
snake  down  the  stethoscope  from 
above  in  ladies  who  are  wearing  a 
Peter  Pan  collar  with  no  accessible 
zipper  or  button  in  the  back. 

1 shall  miss  the  doctor’s  table  in 
the  physician  lounge  where 
camaraderie  is  rampant  and  medicine 
so  rarely  discussed. 

1 shall  not  miss  the  daily  reception 


of  notices  from  nursing  homes  that 
want  a signature  that  they  have 
reported  to  me  either  a microscopic 
skin  tear  or  a plethora  of  bowel 
movements. 

1 shall  miss  informative  medical 
meetings  where  my  younger  colleagues 
are  making  case  presentations  of  new 
therapy  of  old  diseases,  or  even  an 
occasional  new  disease  complex. 

1 shall  not  miss  the  midnight  call 
from  the  emergency  room  of  the 
presence  of  a patient,  who  for  the  life 
of  me  1 cannot  recall,  that  is  admitted 
as  a “short  stay”  because  of  vague 
unexplained  symptoms.  Do  1 get  up 
and  get  dressed,  see  the  patient,  and 
put  a note  on  the  chart  and  return 
home  comfortable?  Or  do  1 stay  in  bed, 
hope  everything  will  be  “alright”  until 
morning,  but  have  a fitful  night  of 
insomnia  and  worry? 

And  what  to  do  with  my  spare 
time?  1 have  had  retired  confreres  tell 
me  they  are  so  busy  they  are  surprised 
they  had  time  to  practice  medicine. 
Others  say  time  hangs  heavy  and 
finances  run  thin.  Sure,  1 could  play 
plenty  of  golf;  plenty  of  bad  golf.  My 
game  is  so  poor  1 may  run  off  what 
friends  1 have  left.  How  many  times 
have  1 heard,  “Thanks  Milt,  but  we  have 
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a full  threesome”? 

1 end  this  treatise  with  a quote 
from  the  book  “Goodbye  Darkness”  by 
William  Manchester.  It  reflects  some 
beliefs  and  philosophies  that  1 have 
tried  to  emulate.  It  goes  thus: 

. . . “Wickedness  was  attributed  to 
flaws  in  individual  character,  not 
to  society’s  short  comings.  To 
accept  unemployment  compen- 
sation, had  it  existed,  would  have 
been  considered  humiliating. . . . 
Debt  was  ignoble.  Courage  was  a 
virtue.  Mothers  were  beloved, 
fathers  obeyed.  Marriage  was  a 
sacrament.  Divorce  was  dis- 
graceful. . . . You  assumed  that 
gentlemen  always  stood  and 
removed  their  hats  when  a woman 
entered  a room.  The  suggestion 
that  some  of  them  might  resent 


being  called  “ladies”  would  have 
confounded  you  ...  all  this  led 
you  into  battle,  and  sustained  you 
as  you  fought,  and  comforted  you 
if  you  fell,  and  if  it  came  to  that, 
justified  your  death  to  all  who 
loved  you  as  you  loved  them.  Later 
the  rules  would  change.  But  we 
didn’t  know  that  then.  We  didn’t 
know.”  (From  GOODBYE  DARKNESS 
by  William  Manchester.  Copyright  ©1979, 
1980  by  William  Manchester.  By  permission 
of  Little,  Brown  and  Company  [Inc].) 

So  now  1 close  the  book  on  almost 
forty  years  of  the  private  practice  of  med- 
icine. 1 only  hope  1 have  served  my 
patients  and  my  fellow  colleagues  well. 
I’ve  had  a good  run. 

Milton  F.  Miller,  MD 
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PHYSICIANS  BEWARE! 

Dealing  With  Tax-Exempt  Healthcare 
Can  Be  Hazardous  to  One’s  Financial 

by  James  C.  Seiffert,  Esq 


What  Physicians  Need  to  Know  about  the 
Internal  Revenue  Service 's  Intermediate 
Sanctions  Before  Transacting  Business 
with  Tax-Exempt  Healthcare  Organizations 


Picture  this  — Dr  Smith,  a prominent 
physician  intends  to  sell  his  private 
practice  to  a local  nonprofit,  tax- 
exempt  hospital  where  he  is  a major 
admitter.  As  part  of  the  sale,  he  agrees 
to  become  an  employee  of  the  hospital 
with  salary  and  various  fringe  benefits 
which  include  both  incentive  and 
deferred  compensation  arrangements. 
In  addition,  he  will  continue  to  serve  as 
a member  of  the  hospital’s  governing 
board;  the  same  board  called  upon  to 
approve  this  transaction.  On  the 
surface,  this  business  relationship 
looks  no  different  than  many  others 
that  have  become  commonplace  in  the 
healthcare  field.  Forced  to  respond  to 
the  increased  financial  pressures,  both 
tax-exempt  healthcare  providers  and 
physicians  view  this  type  of  alliance  as 
a “win-win”  situation.  However,  with 
the  recent  enactment  of  a new  section 
of  the  Internal  Revenue  Code  (“IRC”) 
both  Dr  Smith  and  the  hospital  officials 
must  proceed  with  care  or  otherwise 
find  themselves  personally  subject  to 
certain  penalty  taxes. 

The  Taxpayer  Bill  of  Rights  2 
(“TBR2”),  enacted  by  Congress  on 
July  30,  1996,  created  a system  of 
“intermediate  sanctions”  which 
operates  to  assess  penalty  taxes  on 
individuals  participating  in  transactions 
with  tax-exempt  organizations  where 
the  economic  benefit  obtained  by  the 


individual  exceeds  the  fair  market 
value  of  that  received  by  the 
organization.  Much  of  the  impetus 
behind  the  creation  of  this  statute  arose 
out  of  the  perceived  violations  of 
certain  tax  exemption  standards  by 
nonprofit  healthcare  providers  such  as 
hospitals,  HMOs  and  physician  clinics. 
In  an  effort  to  curtail  such  activity,  the 
Internal  Revenue  Service  (the  “IRS”) 
changed  its  approach;  rather  than  seek 
to  revoke  the  organization’s  tax-exempt 
status  as  it  had  in  the  past,  it  now 
focuses  on  the  particular  individuals 
involved  in  such  transactions  and 
assesses  penalty  taxes  on  those  who 
are  unjustly  enriched  at  the  expense 
of  the  tax-exempt  organization.  The 
enactment  of  this  type  of  intermediate 
tax  enforcement  tool  is  likely  to  have 
a significant  effect  on  the  manner  in 
which  tax-exempt  healthcare  providers 
and  physicians  transact  business  with 
one  another. 

Overview  of  the 
Intermediate  Sanctions 

TBR2  created  IRC  Section  4958  which 
assesses  penalty  taxes  in  situations 
where  either  a tax-exempt  charitable  or 
social  organization  participates  in  an 
“excess  benefit  transaction.”  These 
penalty  taxes  apply  retroactively  to  all 
excess  benefit  transactions  occurring 
after  September  13,  1995.  Both  the 
recipient  of  the  excess  benefit  (ie,  the 
“disqualified  person”)  and  the  exempt 
organization’s  board  of  directors 
and/or  officer(s)  who  approved  the 
transaction  knowing  that  it  involved 
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an  excess  benefit  (ie,  the  organization 
manager[s])  will  now  be  personally 
liable  for  the  payment  of  the  penalty 
taxes. 

IRC  Section  4958  applies  to  any 
transaction  in  which  the  economic 
benefit  provided  by  the  tax-exempt 
organization  to  the  disqualified  person 
exceeds  the  value  of  the  services  or 
other  considerations  received  by  it  in 
the  exchange.  The  term  “economic 
benefit”  is  not  defined  anywhere  in  the 
statute  but  appears  to  cover  only  those 
benefits  which  have  a measurable  fair 
market  value.  Examples  of  transactions 
or  financial  arrangements  in  the 
healthcare  field  which  will  draw  the 
scrutiny  of  the  IRS  include;  (i)  the 
acquisition  of  a physician’s  private 
practice,  the  receipt  of  practice  support 
services,  or  the  disproportionate  risk 
assumed  by  a tax-exempt  healthcare 
organization  in  a joint  venture  with 
physicians;  (ii)  compensation 
packages  associated  with  physician 
recruitment  or  retention,  including 
incentive  compensations  and  deferred 
compensation  arrangements;  and  (iii) 
revenue  sharing  transactions  where  the 
healthcare  organization  shares  its 
future  revenues  with  a private  investor 
or  service  provider. 

An  “excess  benefit  transaction,” 
which  triggers  the  imposition  of  the 
penalty  taxes,  must  involve  both  a 
disqualified  person  as  well  as  an 
organization  manager.  A disqualified 
person  is  any  one  who,  within  a five- 
year  period  prior  to  the  transaction, 
was  in  a position  to  exercise  substantial 
influence  over  the  affairs  of  the 
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organization.  The  term  also  includes  a 
disqualified  person’s  family  members 
and  any  business  in  which  the 
disqualified  person  owns  35%  or 
more.  In  a break  from  prior  IRS  policy, 
physicians  will  not  be  classified 
automatically  as  disqualified  persons 
under  the  law  merely  because  of  their 
status.  It  is  only  those  physicians  that 
are  in  a position  to  exercise  substantial 
influence  over  the  organization  who 
will  be  subject  to  the  tax.  Physicians 
who  are:  (i)  directors  and  officers;  (ii) 
major  admitters  or  revenue  producers; 
(iii)  representatives  of  a significant 
number  of  the  medical  staff  or  a key 
specialty;  (iv)  influential  with  major 
managed-care  providers;  or  (v)  major 
donors  to  the  healthcare  organization 
will  likely  be  tabbed  disqualified 
persons. 

Organization  managers,  on  the 
other  hand,  include  officers,  directors, 
trustees,  and  those  with  similar 
responsibilities.  Titles,  alone,  do  not 
automatically  make  one  a manager, 
but  rather,  it  is  the  individual’s  actual 
authority  which  is  relevant.  Conse- 
quently, only  those  individuals  who 
regularly  exercise  general  authority 
over  implementing  administrative  or 
policy  decisions  will  fall  into  the 
category  of  organization  managers. 

The  penalty  taxes  assessed  against 
disqualified  persons  are  applied  on  a 
two-tier  basis.  The  initial  tax  is  25%  of 
the  excess  benefit  made  available  to 
or  for  the  use  of  such  person.  An 
additional  tax  of  200%  of  the  excess 
benefit  is  assessed  against  the 
disqualified  person  if  the  excess 
benefit  is  not  corrected  within  a 
specified  period  of  time  (ie,  90  days 
after  mailing  of  a deficiency  notice). 
Acceptable  corrective  measures 
include  undoing  the  excess  benefit  to 
the  extent  possible  (ie,  repaying  the 
money)  and  taking  all  other  appro- 
priate steps  to  put  the  organization 
back  in  a financial  position,  which  is 
no  worse  than  had  the  transaction 
been  carried  out  under  the  highest 
fiduciary  standards.  This  means  that 
the  disqualified  person  must  return 
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the  excess  benefit  received  or  the 
organization  will  be  required  to  take 
action  to  collect  the  excess. 

Where  the  25%  tax  is  imposed 
on  the  disqualified  person,  a 
corresponding  penalty  tax  is  assessed 
against  the  organization  manager(s) 
equal  to  the  lesser  of  $10,000  or  10% 
of  the  excess  benefit.  However, 
unlike  the  disqualified  person,  an 
organization  manager  participating 
in  the  transaction  must  have  actual 
knowledge  that  the  particular 
transaction  contains  an  excess  benefit 
before  a tax  can  be  imposed.  Actual 
knowledge  will  be  found  to  exist 
where  an  organization  manager 
negligently  fails  to  ascertain  whether 
the  transaction  was  an  excess  benefit 
transaction.  An  organization  manager 
may  escape  the  tax  where  the 
individual  establishes  that  his  or  her 
conduct  was  not  willful  and  he  or  she 
exercised  ordinary  care  and  prudence 
in  carrying  out  the  individual’s  duties. 

Analysis 

A physician  may  find  himself  or  herself 
on  either  side  of  a business  transaction 
with  a tax-exempt  healthcare  provider 
that  could,  potentially,  result  in  the 
imposition  of  the  penalty  taxes  under 
IRC  Section  4958.  All  types  of  “insider” 
transactions  will  now  be  closely 
scrutinized  by  the  IRS  with  the  focus 
and  ultimate  liability  on  the  partici- 
pating individuals.  Consequently, 
certain  action  can  and  should  be  taken 
contemporaneous  with  the  particular 
transaction  to  minimize  a physician’s 
personal  liability. 

A physician  who,  as  a potential 
disqualified  person,  finds  himself 
or  herself  engaged  in  a financial 
transaction  with  a tax-exempt 
healthcare  provider  should,  at  a 
minimum,  require  written 
representations  and  covenants  from 
the  organization  that  it  has  taken  all 
appropriate  steps,  contemporaneous 
with  the  transaction,  to  satisfy  the 
elements  of  the  rebuttable  presumption 
of  “reasonableness”  available  under 
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IRC  Section  4958.  To  secure  this 
presumption,  the  organization  must 
comply  with  the  following:  (i)  the 
transaction  must  be  approved  by  the 
members  of  the  board  of  directors 
unrelated  and  not  subject  to  the 
control  of  the  “insider”  physician;  (ii) 
in  approving  the  transaction,  the  board 
of  directors  must  obtain  and  rely  on 
contemporary,  as  well  as  appropriate, 
data  for  the  purpose  of  comparing  the 
particular  transaction  with  similar 
transactions  conducted  by  similarly 
situated  tax-exempt  and  taxable 
organizations;  and  (iii)  the  board  of 
directors  must  adequately  document, 
in  writing,  the  basis  for  its 
determination.  This  presumption  is 
available  for  both  compensation 
arrangements  and  valuations  of 
property  sold,  purchased  or 
transferred.  If  all  three  criteria  are 
satisfied  prior  to  closing  the 
transaction,  the  penalty  tarxes  can  be 
imposed  only  where  the  IRS  has 
sufficient  contrary  evidence  to  rebut 
the  probative  value  of  the  data  relied 
on  by  the  parties.  In  evaluating  the 
reasonableness  of  compensation  or 
the  fair  market  value  of  a transaction, 
the  IRS  is  required  to  examine  the 
particular  transaction  against 
comparable  transactions  entered  into 
by  both  taxable  and  tax-exempt 
organizations.  What  this  means  is  that  a 
physician,  for  example,  is  not  obligated 
to  accept  less  money  merely  because 
he  or  she  contracts  with  a nonprofit 
organization.  All  tax-exempt 
organizations  that  engaged  in  “insider” 
transactions  between  September  13, 
1995,  and  January  1,  1997,  are  well 
advised  to  make  a good  faith  effort  to 
conduct  a review  of  their  transactions, 
and  to  do  so  with  deliberate  speed. 

A physician  may  also  want  to 
consider,  as  a condition  to  the 
transaction,  requiring  the  tax-exempt 
organization  to  indemnify  him  or  her 
or,  in  the  alternative,  require  the 
organization  to  purchase  insurance  to 
cover  the  potential  liability  in  the  event 
penalty  taxes  are  assessed.  However, 
if  this  approach  is  taken,  one  must 
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I understand  that  any  indemnification 
. payment  or  insurance  premium 
, payment  must  be  included  as  part  of  a 
I physician’s  compensation  from  the 
; start,  and  the  physician’s  total 
, compensation  which  now  includes  this 
'■  additional  payment  must  be 
“reasonable.” 

For  the  physician  who  serves  in  an 
executive  capacity  or  as  a member  of 
the  board  authorizing  these  types  of 
transactions,  certain  steps  should  also 
be  taken  to  insulate  him  or  her  from 
personal  liability.  First  and  foremost, 
the  tax-exempt  organization  should 
have  in  place  a “conflict  of  interests” 
compliance  plan  specifically  designed 
to  minimize  the  personal  exposure  of 
those  executives,  board  members  and 
other  persons  potentially  subject  to  the 
penalty  tax.  This  plan  should  include 
the  identification  of  all  conflicts  of 


interest  and  a procedure  for  approval 
of  all  insider  business  transactions  and 
compensation  decisions  which 
incorporates  the  elements  of  the 
rebuttable  presumption  of  reasonable- 
ness. With  respect  to  the  conflicts  of 
interest  plan,  it  should  specifically 
address:  (i)  the  disclosure  of  interested 
parties  and  the  specific  material  terms 
of  the  transaction;  (ii)  a procedure  for 
determining  whether  the  financial 
interests  of  the  interested  parties  result 
in  a conflict  of  interest;  and  (iii)  a 
procedure  for  sufficient  recordkeeping. 
Once  established,  this  policy  must  be 
distributed  to  all  officers,  trustees,  and 
committee  members  with  board- 
delegated  powers.  The  organization 
should  also  be  required  to  review 
whether  its  existing  directors  and 
officers  insurance  insures  against  the 
penalty  taxes. 
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Conclusion 

With  the  enactment  of  IRC  Section 
4958,  physicians  finding  themselves 
on  either  side  of  a business  transaction 
with  a tax-exempt  healthcare  provider 
should  make  sure  the  proper 
procedures  are  in  place  to  insulate 
them  from  the  imposition  of  its  penalty 
taxes.  Both  the  disqualified  person  and 
the  board  member  have  a vested 
interest  in  seeing  that  the  particular 
business  transaction  does  not  contain 
any  improper  or  excessive  economic 
benefits.  To  the  extent  physicians  are 
not  proactive  in  this  regard,  the  penalty 
taxes  of  IRC  Section  4958  could  prove 
hazardous  to  their  financial  health. 


Mr  Seiffert  practices  law  with  the  firm 
of  Stites  & Harbison,  400  W Market  St, 
Suite  1 800,  Louisville,  KY. 
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Surgical  Management  of 
Intrathoracic  Goiter 


I read  with  interest  the  communication 
to  the  KATA  Journal,  dated  October 
1997,  titled,  “Surgical  Management  of 
Intrathoracic  Goiter,”  by  Sibu  P.  Saha, 
MD,  et  al.  I must  say  that  I disagree  with 
most  of  his  indications  for  removal  of  a 
substernal  goiter  and  the  procedure 
proposed. 

He  reports  18  cases  of  intrathoracic 
goiter,  12  which  were  substernal  and  6 
in  the  poster  mediastinal  position.  He 
recommends  substernal  goiters  be 
removed  through  a midline  sternum- 
splitting incision  and  the  posterior 
goiters  be  removed  through  a right 
thoracotomy.  It  should  be  noted  that 
4 of  his  patients  were  asymptomatic  at 
the  time  of  surgery,  and  it  is  unclear 
whether  these  patients  had  goiters  in 
the  anterior  or  posterior  position. 

Substernal  goiter  is  not  really  a 
rare  entity.  I certainly  agree  with  Dr 
Saha  and  co-authors  that  both  the 
anterior  and  posterior  goiters  represent 
an  extension  from  the  neck.  Sole 
blood  supply  to  the  goiter  from  the 
mediastinum  (aorta)  is  very  rare. 
Contrary  to  what  is  stated  in  his 
communication,  a diagnosis  of  the 
situation  can  be  made  in  90% -I-  of 
the  time  on  the  basis  of  physical 
examination  and  with  plain  x-rays  of 
the  chest.  Physical  examination  is  not 
mentioned  in  the  article  at  all. 

Attention  is  directed  to  specialized 
procedures.  A CT  scan  of  the  chest 
will  support  the  diagnosis  in  a very 
considerable  proportion  of  the 
patients. 

The  article  states  that  carcinoma 
may  involve  at  least  16%  of  cases.  In 
my  opinion  and  in  the  opinion  of 
others  in  the  literature,  the  potential 
for  malignant  degeneration  is  not 
considered  significant  enough  to 
warrant  the  removal  of  all 
adenomatous  goiters.®  The  literature 
that  1 reviewed,  as  well  as  the  cases 
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reported  in  this  study  and  in  my 
experience,  show  no  removed  goiter 
was  carcinomatous. 

Symptomatology  as  an  indication 
for  removal  has  become  problematic. 

In  my  opinion,  they  should  generally 
demonstrate  some  evidence  of  tracheal 
compression,  as  well  as,  perhaps,  the 
dry,  hacking  cough  described.'  ® 
Certainly  a goiter  increasing  in  size  on 
follow-up  would  require  removal.  In 
my  experience,  as  well  as  that  of 
others,  these  patients  are  frequently 
asymptomatic.  The  patients  referred  to 
me  with  this  problem  were  initially 
evaluated  by  their  private  physicians 
and,  because  of  an  abnormal  chest  x- 
ray,  possibly  showing  a mediastinal 
mass,  they  were  sent  to  me  for  thoracic 
surgical  opinion.  In  a number  of  the 
patients,  the  characteristic  x-ray  or  CT 
scan  or  both,  coupled  with  a good 
physical  examination,  usually  led  to  a 
recommendation  of  no  further 
treatment  other  than  observation. 

The  most  serious  issue  I have  with 
the  paper  is  the  method  of  removal  of 
a substernal  goiter.  It  is  almost 
universally  accepted  that  the  primary 
approach  is  through  a collar  incision'  ® 
with  mobilization  and  delivery  of  the 
gland  through  the  thoracic  inlet.  A 
midline  sternal-splitting  incision  was 
rarely  needed.  Literature  would  appear 
to  support  a collar  approach  even 
when  a true  mediastinal  goiter  is 
diagnosed''  or  the  goiter  be  in  a 
posterior  position.  Contrary  to  his 
statement  concerning  “morcellation  of 
the  gland,”  there  was  no  need  for  this.® 

It  should  be  mentioned,  and 
perhaps  less  importantly,  that  the 
thyroid  tissue  within  the  chest, 
particularly  as  pertains  to  the  posterior 
distribution  of  a goiter,  may  be  the 
only  thyroid  tissue  the  patient  has,  and 
removal  of  it  may  render  him  or  her 
hypothyroid  on  medication  for  the  rest 


of  their  life.®  ® Hyperfunction  ais  an 
indication  for  removal  must  be  as  rare 
as  hen’s  teeth.  Again,  thoroughly 
adenomatous  goiters,  cervical  in 
position,  become  large  but  very  rarely 
malignant.  Their  removal  involves 
symptoms  of  tracheal  compression  or  | 
cosmetic  problems.  It  is  quite  likely  the 
cosmetic  problems  predominate.  Why 
should  mediastinal  goiters  behave  any 
differently  than  cervical  goiters  with 
regard  to  malignancy? 

I believe  the  article  does  not 
represent  the  standard  of  care  and 
management  of  this  problem, 
especially  with  regard  to  the  chosen 
surgical  approach.  In  these  days  of 
“limited  is  better,”  I am  rather  surprised 
that  the  effective  transcervical 
approach  should  be  cast  aside  in  such 
a manner.  I would  advise  Dr  Saha’s 
group  to  refer  such  cases  to  a general 
surgeon  familiar  with  both  a 
conservative  approach  and  the 
transcervical  operation  when 
indicated. 

James  H.  Simrall,  MD 
5406  Navajo  Road 
Louisville,  Kentucky  40207 
502/896-6703 
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Dr  Saha  replies: 


We  thank  Dr  Simrall  for  his 

interest  in  our  recent  article 
entitled,  “Surgical  Management 
of  Intrathoracic  Goiter.”  Dr  Simrall 
has  made  multiple  comments  that  are 
relevant  to  substernal  goiter,  but  not  to 
intrathoracic  goiter.  Fourteen  patients 
presented  with  various  symptoms, 
including  shortness  of  breath, 
dysphagia,  dry  cough  and  respiratory 
failure.  Four  patients,  who  were 
asymptomatic,  showed  evidence  of 
tracheal  deviation  and  compression. 
We  agree  with  his  assessment  that 
clinical  examination  coupled  with  CT 
scan  could  clinically  diagnose  a 
substernal  goiter.  However,  true 
intrathoracic  goiter  is  not  amenable 
to  clinical  examination,  such  as 
palpation.  CT  scan  is  extremely 
beneficial  in  the  diagnosis  of  both 
substernal  and  intrathoracic  goiter. 
However,  there  is  no  substitute  for 
tissue  diagnosis.  In  his  letter,  he 
challenges  the  incidence  of 
malignancy  in  adenomatous  goiter. 

In  his  own  reference  in  the  Sabistan 
Text  Book  of  Surgery  (15th  Edition, 
1997),  it  is  reported  to  show  4%  to  17% 
incidence  of  carcinoma,  however 
thought  to  be  so  only  in  surgical  cases. 
He  has  expressed  serious  concern 
about  the  surgical  incision.  Again, 
his  comments  are  very  pertinent  to 
substernal  goiter  and  not  for 
intrathoracic  goiter.  We  also  use  collar 
incision  for  removal  of  substernal 
goiter.  We  would  like  Dr  Simrall  to 
revisit  Page  1642  of  the  Text  Book  of 
Surgery  (6th  Edition,  1994)  by  Swartz. 
The  last  sentence  of  the  paragraph  on 
intrathoracic  goiter  reads,  “often  a full 
sternotomy  is  necessary.” 

Sibu  P.  Saha,  MD,  et  al 


IN  REMEMBRANCE 

Robert  Joseph  McCabe,  MD 
1921-1997 


My  friend  and  colleague  Bob  McCabe  was  born  in  Covington, 
Kentucky  on  March  19,  1921.  He  was  a graduate  of  Covington 
Latin  School  in  1937,  Xavier  University  in  1941,  and  the 
University  of  Cincinnati  College  of  Medicine  in  1944.  After  a year  of 
internship  at  Cincinnati  General  Hospital  in  1944-45,  he  served  two 
years  as  a captain  in  the  US  Army  Medical  Corps  during  WWll.  He 
then  practiced  general  medicine  in  Covington  for  seven  years 
followed  by  a residency  in  dermatology  at  University  Hospital, 
Cincinnati,  from  1954-1957. 

Bob  was  a member  of  the  Northern  Kentucky  Medical  Society, 
the  Kentucky,  Southern,  and  American  Medical  Associations,  the 
Cincinnati  Dermatological  Society,  and  the  American  Academy  of 
Dermatology. 

1 first  met  Bob  in  1956  while  visiting  the  Cincinnati  residency 
program.  He  invited  me  to  attend  the  residents’  journal  review,  and  1 
was  immediately  impressed  with  his  quiet  scholarship  and  his  grasp 
of  dermatologic  literature.  He  was  far  ahead  of  the  times  with  his 
expertise  in  performing  the  Tzank  test  for  diagnosing  herpetic 
eruptions  and  in  allergic  patch  testing  of  the  skin. 

Bob  McCabe  was  a consummate  practitioner  of  dermatology 
for  over  40  years  in  Northern  Kentucky.  A legion  of  loyal  patients 
loved  him  because  of  his  integrity  to  their  needs;  colleagues  admired 
him  because  of  his  integrity  and  commitment  to  sound  medical 
practice.  He  epitomized  traditional  Hippocratic  and  Oslerian  ethics 
and  thereby  served  as  a splendid  role  model  for  the  many  physicians 
who  knew  him. 

The  passing  of  this  kind  and  gentle  man  leaves  a great  void  in 
what  is  good  in  contemporary  medicine,  but  his  faithful  and  honest 
ministry  to  patients  will  abide  and  inspire  for  generations  to  come. 

Bob  is  survived  by  his  devoted  wife  Marilyn,  three  daughters,  four 
sons,  twelve  grandchild,  and  one  great  grandchild.  May  the  Lord 
comfort  them  in  this  time  of  bereavement. 

Smith  H.  Gibson,  MD 
Covington,  KY 
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ALLIANCE 


To  Promote  Coalition  Building 
Hand  to  Hand 


//C  AVE”  our  focus  ’97-’98 

^^continues.  “Hands  Are  Not  For 
^^Hitting”  and  “I  Can  Choose” 
booklets  are  being  distributed  to  K-3 
children  in  12  organized  counties 
public  schools  and  more.  KMA  PE 
Committee  has  taken  the  lead  by 
contributing  funds  to  purchase  these. 
AMA  Alliance  fully  supports  this  by 
giving  substantial  discount  and 
printing.  In  addition  to  the  financial 
support  they  are  giving  the  project, 
the  Public  Health  Commissioner’s 
office  also  is  distributing  the  materials 
to  the  schools  through  school  health 
coordinators. 

Trover  Foundation,  Family 
Advocacy  Center,  local  Health 
Department  of  Hopkins  County, 

Perry  County,  Pike  County  Domestic 
Violence  Shelter,  SMA  Auxiliary  are 
all  very  significant  contributors  to  the 
project.  Also  in  honor  of  all  the 
volunteers  at  Ky  PTA,  where  children 
come  first,  a contribution  has  been 
made. 

“SAVE”  is  a national  program  that 
teaches  children  conflict  resolution 
without  resorting  to  violence.  Alliance 
members  can  show  that  they  truly  care 
for  the  future  of  our  children  by  being 
involved  in  this  project  — in  their 


counties.  This  is  a good  PR  for  us  and 
is  good  for  our  children.  If  we  reach 
even  10  or  100  children  through  this 
program,  it  will  make  a big  difference 
in  stopping  the  violence!! 

WE  ARE  IN  THIS  TOGETHER! 


Tri-County  Visit  by 
AMA  Alliance  Field  Director 
Molly  Krafka 
March  9th  & 10th,  1998 

I am  really  looking  forward  to 
upcoming  event  in  March  9th  & 10th, 
1998.  Molly  0.  Krafka  is  going  to 
address  Jefferson  County  Medical 
Society  Alliance  members  and  resident 
physician/medical  student  spouses  on 
the  subject  of  “Medical  Marriage.” 

She  will  inform  the  Warren  County 
and  Daviess  County  members  about 
“What  is  an  Alliance?” 

Fondly, 
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KMA-KMAA  Legislative 
Day  at  the  Capital 


Angela  DeWeese 


Alliance  members  and  their 
: guests  find  this  day  to  be  a 
! most  profitable  way  to  support 
i the  medical  profession. . . .The 
information  is  designed  to 
broaden  our  knowledge  of  how 
legislation  is  developed  and 
how  government  works.  ” 


The  Kentucky  State  Legislature  meets 
in  regular  session  once  every  two 
years.  Whether  Kentucky  citizens 
are  passive  or  active  in  regard  to  their 
government,  there  always  seems  to  be 
a sense  of  anticipation  and  expectation 
about  issues  and  laws  which  affect  all 
of  us  when  the  Legislature  is  in  session. 
Especially  in  the  field  of  medicine, 
there  is  a feeling  of  urgency  about 
many  issues  which  need  to  be 
addressed.  Insurance  reform,  patient 
protections,  physician  reimbursements, 
standards  of  care,  and  licensing  and 
professional  regulations  are  just  a few 
of  the  issues  facing  lawmakers. 

For  the  past  several  years  Alliance 
members  and  their  spouses/guests 
have  been  privileged  to  be  part  of  the 
KMA-KMAA  DAY  in  Frankfort.  This 
year’s  event  on  January  28  at  the 
Capitol  Plaza  Hotel  proves  to  be 
another  educational  and  worthwhile 
experience.  At  the  time  of  this  writing, 
the  scheduled  speakers  include 
Governor  Paul  Patton,  Senate  President 
Larry  Saunders,  Speaker  of  the  House 
Jody  Richards,  Senator  Dan  Kelly,  and 
Secretary  of  Human  Services  John 
Morse.  Doctors  Bill  Monnig  and  Wally 
Montgomery,  Alliance  representatives, 
and  others  are  also  on  the  agenda. 
Afternoon  time  will  be  free  for  visiting 
legislators  or  attending  House  or 
Senate  Sessions. 

Alliance  members  and  their  guests 


find  this  day  to  be  a most  profitable 
way  to  support  the  medical  profession. 
The  format  is  easy  to  follow.  The 
presentations  are  not  long.  The 
information  is  designed  to  broaden 
our  knowledge  of  how  legislation  is 
developed  and  how  government 
works.  The  day  begins  in  the  early  am, 
but  a continental  breakfast  and  a 
seated  luncheon  give  everyone  time  to 
visit  and  review  the  day’s  events.  Both 
of  the  meals  are  complimentary  and 
are  a gracious  way  for  KMA  to  show 
appreciation  to  the  Alliance  for  their 
support  in  the  year’s  legislative 
endeavors. 

Permit  me  to  close  by  thanking  all 
County  Legislative  Chairpersons  for 
their  support  this  year.  Special  thanks 
to  Joan  Slattery  Burke  of  Lexington 
who  has  worked  diligently  for  our 
Alliance  as  Phone  Bank  Chair. 

Also,  I once  again  want  to  thank 
Governor  Paul  Patton  and  his  wife  Judi 
for  taking  part  in  the  photo  session 
with  Alliance  members  after  Governor 
Patton  signed  a proclamation  naming 
October  8,  1997,  SAVE  DAY  IN 
KENTUCKY.  Their  efforts  to  stop  the 
violence  in  our  state  and  nation  are 
appreciated  by  all  Kentuckians. 

Have  a wonderful  1998.  Let’s  keep 
working  for  GOOD  GOVERNMENT! 

Angela  DeWeese 

Legislative  Affairs  Chairman 
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CONTINUING  EDUCATION 


1998 

MARCH 

9-13  — Cardiology  at  Concun  1998, 
sponsored  by  the  American  College  of 
Cardiology.  Contact:  Extramural  Programs 
Dept,  American  College  of  Cardiology, 
9111  Old  Georgetown  Rd,  Bethesda,  MD 
20814-1699;  phone  800/253-4636,  ext  695; 
fax  301/897-9745. 

22-24  — Spirituality  Healing  in  Medi- 
cine — IV  & V,  sponsored  by  The  Insti- 
tute of  Religion,  Texas  Medical  Center, 
The  Westin  Galleria  Houston,  Houston, 
TX.  Contact;  Harvard  Medical  School, 
MED-CME,  PO  Box  825,  Boston,  MA 
02117-0825;  phone  617/432-1525;  e-mail; 
hms-cme@warren.med.harvard.edu. 


APRIL 

24-Moy  1 — 57th  American  Occupa- 
tional Health  Conference,  John  B.  Hynes 
Veterans  Memorial  Convention  Center, 
Boston,  MA.  Contact:  AAOHN  in  Atlanta, 
404/262-1162  XI 10,  and  ACOEM  in 
Arlington  Heights,  IL,  847/228-6850  X152. 

28-May  3 — Back  to  the  Future... a 
Renaissance  in  Endocrinology  (Seventh 
Annual  Meeting  and  Clinical  Congress  of 
the  American  Association  of  Clinical 
Endocrinologists  and  the  American  Col- 
lege of  Endocrinology  Induction  of 
Fellows),  Buena  Vista  Palace,  Orlando, 
FL.  44  hours  Category  1 CME.  Contact; 
AACE,  904/353-7878;  FAX  904/353-8185; 
on-line  — http://www.aace.com. 


JUNE 

23-July  5 — "American  Medicine  in  a 
Critical  Perspective"  — Norwegian 
Fjords  Study  Cruise  aboard  Holland 
America  Line’s  ship,  the  ms  Rotterdam 
VI,  jointly  sponsored  by  the  Florida 
Medical  Association  and  Continuing 
Education,  Inc.  Twenty  (20)  hours 
Category  1 CME  activities.  Contact: 
1/800/926-3775. 

25-28  — 1998  CMRS  Annual  Society 
Meeting  Clinical  Magnetic  Resonance 
Society,  Disney’s  Yacht  & Beach  Club 
Resorts,  Lake  Buena  Vista,  FL.  Contact: 
phone  800/823-2677  or  513/221-0070;  fax 
513/221-0825;  email:  cmrs@one.net. 


Twentieth  Primary  Care  Review  and  ACLS  for 
Family  Practitioners  and  Internists 


For  more  information,  call  (502)  852-1996 
or  1-800-334-8635,  extension  1996. 


ACLS 

(Advanced  Cardiac  Life  Support) 
March  28, 1998-March  30,1998 

Primary  Care  Review 
March  30-April  3, 1998 

Accreditation  and  Costs 

ACLS  $250 

16  credit  hours 
Primary  $550 

Care  37credit  hours 

Review 

ACLS  and  $750 

Review  53  credit  hours 

Jewish  Hospital 

Rudd  Heart  and  Lung  Center 

Louisville,  Kentucky 

Sponsors: 


Jewish  Hospital 

Primary  Care 

A Center  of  Excellence 

tJgg, 

Dcparrmerif  of  tamiiy 
Comniiwify  Medtane 
and  Ocpartment  of 
Internal  Mfdifwf 


National  Rural  Healtli  Association 
21st  Annuai  National  Conference 
May  13-18,1898 
Orlando,  Florida 
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Stephen  Z.  Smith,  MD  Milton  F Miller,  MD 


Journal  Editors  Honored  by 
House  of  Delegates 

In  1997,  Assistant  Scientific  Editor  Stephen  Z.  Smith,  MD,  and  Assistant  Editor  Milton  F. 
Miller,  MD,  each  celebrated  his  20th  Anniversary  as  a member  of  the  Editorial  Board  of 
The  Journal  of  the  Kentucky  Medical  Association. 

In  recognition  of  their  long  and  distinguished  service  to  the  profession,  the 
Association,  and  the  Editorial  Board,  the  1997  KMA  House  of  Delegates  honored  each  with 
a special  tributary  resolution.  The  resolutions  were  read  before  the  House  during  the  1997 
KMA  Annual  Meeting,  and  each  was  adopted  as  written. 

Both  of  these  exemplary  Editors  are  recognized  for  their  fine  editorials.  Dr  Smith 
also  serves  as  Book  Review  Author  and  has  contributed  many  concise,  insightful  reviews. 

Dr  Miller  has  been  widely  acclaimed  by  several  publications  which  have  reprinted  many  of 
his  editorials. 

The  devotion  and  outstanding  efforts  of  Drs  Smith  and  Miller,  along  with  the 
contributions  of  their  Editor  colleagues,  has  ensured  the  integrity  of  The  Journal  as  a vehicle 
for  outstanding  articles  to  improve  the  scientific  and  medical  knowledge  of  Kentucky 
physicians.  During  the  tenure  of  these  Editors,  The  Journal  has  won  numerous  awards,  and 
we  are  grateful  for  their  many  contributions. 

In  December  1997,  Dr  Miller  announced  his  retirement  from  the  active  practice  of 
medicine,  and,  alas,  his  resignation  from  the  Editorial  Board.  (See  his  editorial  on  page  63 
of  this  issue.)  The  Kentucky  Medical  Association,  Editor  A.  Evan  Overstreet,  MD,  and  the 
Board  and  staff  of  The  Journal  wish  Dr  Miller  a happy  and  productive  retirement. 
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Actions  of  Reference  Committee  on 
Amendments  to  Constitution  and  Bylaws 

AMA  Interim  Meeting,  December  1997 


financial  incentives  that  could  impact 
on  the  level  and  type  of  care  they 
receive  should  be  assumed  by  the 
health  plan.  However,  the  Council 
further  stated  that  physicians  should  be 
prepared  to  discuss  with  patients  any 
financial  arrangements  that  could 


impact  patient  care. 

These  are  just  a few  of  the 
important  issues  discussed  and  actions 
taken  at  the  1997  AMA  Interim  Meeting. 

Baretta  R.  Casey,  MD 

ASAA  Alternate  Delegate 


Reference  Committee  on  Amendments  to 
Constitution  and  Bylaws 

ADOPTED 

1.  Board  of  Trustees  Report  21  — Specialty  Organization  Representation  in  the  House  of 
Delegates  — Recommendations  adopted  and  report  filed. 

2.  Council  on  Constitution  and  Bylaws  Report  1 — Responsibility  for  Planning  Activities  of 
the  American  Medical  Association. 

3.  Council  on  Constitution  and  Bylaws  Report  2 — Speaker  and  Vice  Speakers  of  the 
House  of  Delegates  — Tenure. 

4.  Council  on  Ethical  and  Judicial  Affairs  Report  2 — Patenting  the  Human  Genome. 

5.  Council  on  Ethical  and  Judicial  Affairs  Report  3 — Ethics  Consultation. 

6.  Council  on  Ethical  and  Judicial  Affairs  Report  6 — Subject  Selection  for  Clinical  Trials. 

7.  Resolution  3 — Restrictive  Covenants. 

8.  Resolution  6 — Calendar  Year  Terms  for  AMA  — YPS  Delegates  and  Alternates. 

ADOPTED  AS  AMENDED  OR  SUBSTITUTED 

9.  Council  on  Constitution  and  Bylaws  Report  3 — Definition  of  Quorum. 

10.  Board  of  Trustees  Report  24  — Specialty  Organization  Representation  in  the  House  of 
Delegates  — American  Society  of  Cytopathology  Compliance  with  5-Year  Review 
Criteria. 

11.  Council  on  Ethical  and  Judicial  Affairs 


The  AMA  has  just  celebrated  its  150th 
as  the  voice  of  organized  medicine 
in  the  United  States.  1 have  had  the 
privilege  to  serve  as  your  alternate 
delegate  to  the  Reference  Committee 
on  Amendments  to  Constitution  and 
Bylaws.  It  is  imperative  that  the  work  of 
the  AMA  be  forwarded  to  the  Kentucky 
Medical  Association  members.  My  goal 
today  is  to  share  with  you  some  insights 
which  came  before  my  reference 
committee  in  December  1997. 

This  committee  deals  with  issues 
of  how  the  AMA  does  its  daily  business 
and  how  the  AMA  conducts  the  annual 
and  interim  meetings.  Therefore,  one  of 
the  adopted  reports  as  amended  asks 
that  a simple  majority  in  the  Official 
Call  of  voting  members  of  the  House  of 
Delegates  shall  constitute  a quorum. 
This  will  allow  the  House  of  Delegates 
to  proceed  with  the  business  of  the 
House  even  if  the  total  number  of 
voting  members  present  should  drop 
below  the  present  rule  of  200. 

A highly  debated  issue  was 
financial  incentives  and  the  practice 
of  medicine.  All  physicians  would 
agree  that  if  financial  incentives 
encourage  efficient  practice  patterns 
consistent  with  ethical  and  scientific 
standards  of  care,  then  they  are  both 
appropriate  and  timely.  However,  there 
is  the  potential  for  all  incentives  to 
extend  their  scope  of  influence  beyond 
basic  practice  trends  to  affect 
individual  clinical  decisions.  The 
practice  of  medicine  requires 
physicians  to  be  free  of  financial 
conflicts  that  can  affect  clinical 
objectivity  to  the  detriment  of 
individual  patient  advocacy.  It  is 
critical  for  the  profession  to  establish 
limits  on  the  use  of  incentives  in  order 
to  preserve  the  ability  of  physicians  to 
fulfill  their  obligation  to  each  patient. 
The  Council  on  Ethical  and  Judicial 
Affairs  affirms  that  the  primary 
responsibility  to  inform  patients  of  the 


of  Medicine. 

12.  Council  on  Ethical  and  Judicial  Affairs 
from  Physicians’  Offices. 

13.  Council  on  Ethical  and  Judicial  Affairs 

14.  Resolution  4 — Professional  Courtesy. 

REFERRED 


Report  1 — Financial  Incentives  and  the  Practice 
Report  5 — Sale  of  Non-Health  Related  Goods 
Report  7 — Invalid  Medical  Treatment. 

Report  4 — Physicians’  Political  Communications 


15.  Council  on  Ethical  and  Judicial  Affairs 
with  Patients  and  Their  Families. 

16.  Resolution  2 — Patient-Physician  Relationship. 

17.  Resolution  7 — Definition  of  a Resident. 

18.  Resolution  8 — Principles  of  Medical  Ethics  — was  not  adopted. 

19.  Council  on  Constitution  and  Bylaws  Report  4 — Nominations  for  Elected  Councils. 
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KMA  Board  of  Trustees  — December  Meeting 


The  KMA  Board  of  Trustees  met  on 
December  17-18,  1997,  at  the  KMA 
Building  in  Louisville. 

KMA  President,  C.  Kenneth  Peters, 
MD,  presented  his  goals  for  1998:  a 
successful  legislative  session,  two 
regional  trustee  district  meetings,  and 
a strategic  planning  seminar.  The  first 
regional  trustee  district  meeting  is 
scheduled  for  April  22,  1998,  at  the 
Riverpark  Center,  Owensboro.  A 
strategic  planning  seminar  is  scheduled 
for  May  27-28,  1998,  in  Shakertown. 

Donald  C.  Barton,  MD,  Senior 
Delegate  to  the  AMA,  summarized  the 
1997  AMA  Interim  Meeting  in  Dallas. 
Ardis  D.  Hoven,  MD,  Lexington,  has 
been  nominated  for  a position  on  the 
AMA  Council  on  Medical  Services;  and 
Bruce  A.  Scott,  MD,  Louisville,  is 
running  for  the  Young  Physicians  Slot 
on  the  AMA  Board  of  Trustees. 

Additional  reports  were  presented 
by  William  P.  VonderHaar,  MD, 
Secretary-Treasurer;  William  B.  Monnig, 
MD,  Chair,  KEMPAC  Board  of  Directors; 
Richard  F.  Hench,  MD,  Chair  of  the 
Kentucky  Medical  Insurance  Company 
Board  of  Directors;  Rice  Leach,  MD, 
Commissioner  for  Health  Services;  Mrs 
Aroona  Dave,  Alliance  President;  James 
B.  Holloway,  MD,  Acting  Medical 
Director,  AdminiStar;  and  Danny  M. 
Clark,  MD,  President,  Kentucky  Board 
of  Medical  Licensure. 

A progress  report  on  the  Regional 
Partnerships  was  presented.  Larry  N. 
Cook,  MD,  Chair,  Department  of 
Pediatrics,  University  of  Louisville 
School  of  Medicine,  reported  that  start- 
up began  in  November  in  Region  3 
with  43,000  enrollees,  with  another 
18,000  expected  in  January.  Over  500 
primary  care  physicians  and 
approximately  1200  specialists  have 
signed  contracts.  James  R.  Bean,  MD, 
Lexington,  reported  that  Region  5 is 
operating  with  71,000  enrollees  at 


present  and  another  25,000  are 
expected  to  enroll  by  April  1. 
Approximately  400  primary  care 
physicians  and  750  specialists  have 
joined  the  partnership  in  Region  5. 
Richard  T.  Heine,  PhD,  Manager, 
Medicaid  Waiver  Project,  reported  on 
developments  in  the  remaining  regions. 

Robert  R.  Goodin,  MD,  Immediate 
Past  Chair,  KMA  Physicians  Plan,  Inc, 
reported  that  the  KMAPP  Board  of 
Directors,  at  its  meeting  on  October  30, 
1997,  recommended  that  efforts  to 
develop  a KMA-sponsored  managed 
care  product  be  discontinued  as  a 
result  of  a survey  conducted  by  Ernst  & 
Young,  which  indicated  that  financial 
and  business  barriers  made  such  a 
venture  unfeasible.  The  KMAPP  Board 
recommended  that  KMAPP  continue 
with  new  focus  areas  such  as  a 
managed  care  support  service, 
leadership  courses  for  physicians,  and 
managed  care  seminars. 

The  Board  adopted  Agenda  B to 
implement  all  actions  of  the  1997 
House  of  Delegates. 

Two  new  committees,  the  Ad 
Hoc  Committee  on  Alternative  and 
Unconventional  Medicine  and  the 
Ad  Hoc  Committee  to  Recommend  a 
Section  on  International  Medical 
Graduates  were  appointed.  Kenneth  R. 
Hauswald,  MD,  Ashland;  Eugene  H. 
Shively,  MD,  Campbellsville;  and 
Robert  C.  Hughes,  MD,  Murray,  were 
appointed  to  the  KMIC  Board 
Nominating  Committee. 

Legal  Counsel  updated  the  Board 
on  the  federal  health  benefit  plan  for 
mail  carriers  and  lawsuits  challenging 
Kentucky’s  Any  Willing  Provider  law. 
The  Any  Willing  Provider  law  is  not 
being  enforced,  pending  a decision 
in  the  suit. 

Reports  were  given  by  the 
Committees  on  National  and  State 
Legislative  Activities,  the  Public 


KMA  President  C.  Kenneth  Peters,  MD,  was 
presented  a Journal  plaque  commemorating 
his  inaugural  issue. 


Education  Committee,  Committee  on 
Medicaid  Managed  Care,  Ad  Hoc 
Committee  on  Faculty  Membership, 
Continuing  Medical  Education 
Committee  and  the  Committee  on 
Child  and  School  Health.  The  first 
Fraud  and  Abuse  seminar, 
recommended  by  the  Committee  to 
Investigate  Changing  Trends  in 
Medicine,  is  scheduled  for  February  5, 
1998,  at  KMA  Headquarters. 

It  was  noted  that  the  1998  Annual 
Meeting  will  be  held  in  Louisville 
September  20-24.  The  theme  for  the 
meeting  is  “The  Team  Approach  to 
Healthcare:  The  Physician’s  Role.” 

The  next  meeting  of  the  KMA 
Board  of  Trustees  was  scheduled  for 
April  8-9,  1998,  at  the  KMA  Building. 
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PEOPLE 

Peter  Hasselbacher,  MD,  professor 
of  medicine  and  the  first  faculty  fellow 
in  the  University  of  Louisville’s 
partnership  with  the  Kentucky  Center 
for  Public  Issues,  has  been  selected  as 
one  of  six  Robert  Wood  Johnson 
Health  Policy  Fellows  nationally. 

Lt  Governor  Stephen  L.  Henry,  MD, 

was  the  recipient  of  the  1997  Mary  C. 
Bingham  Land  Conservation  Award 
given  by  the  Future  Fund  Land  Trust. 


UPDATES 

Team  of  Specialists  Aids  Ukrainian 
Burn  Victim 

A 12-year-old  Ukrainian  boy  with 
severe  burns  covering  half  his  body 
is  being  treated  at  the  University  of 
Louisville  Hospital.  During  his 
approximate  10-week  stay  in  Louisville, 
the  patient,  Ruslaan  Litvinchuk,  will 
receive  extensive  reconstructive 
surgery  and  physical  therapy.  He  was 
injured  when  his  clothes,  which  had 
been  soaked  in  gas  by  other  boys, 
caught  fire. 

Ruslaan’s  trauma  physician, 

Ikram  Mzoughi,  MD,  and  a translator, 
Miriam  Useinova,  accompanied  him 
to  Louisville.  During  their  stay.  Dr 
Mzoughi  will  work  as  a fellow  at  U of  L 
Hospital  to  learn  the  latest  techniques 
in  treating  severe  burn  victims.  U of  L’s 
burn  unit  treats  patients  suffering  from 
second-  and  third-degree  burns,  smoke 
inhalation,  chemical  burns,  and 
electrocution  injuries. 

A team  of  specialists  has 
volunteered  to  treat  Ruslaan  at  no 
charge.  In  addition,  U of  L Hospital 
and  Frazier  Rehab  Center  will  make 
their  facilities  and  staffs  available  at 
no  charge.  Caritas  Health  Services 
donated  air  fares  to  bring  the  three 


here  and  return  them  home.  The 
medical  team  that  will  evaluate  and 
treat  Ruslaan  includes: 

— Gordon  Tobin,  MD,  director  of 
plastic  and  reconstructive  surgery, 
medical  school; 

— Benjamin  Rigor,  MD,  chair  of 
anesthesiology,  medical  school; 

— Linda  Gleis,  MD,  assistant  clinical 
professor  and  former  director  of  the 
physical  medicine  and  rehabilitation 
residency  program; 

— Ronald  Lehocky,  MD,  assistant 
clinical  professor  of  pediatrics;  and 

— Anna  Invenenko,  MD,  a 
psychiatry  resident  working  under 
the  supervision  of  instructor  Sandra 
Elam,  MD,  of  psychiatry. 

Louisville  dentist  Shellie 
Branson,  DMD,  has  agreed  to  provide 
dental  care. 

Ruslaan  came  to  the  attention  of 
the  Jefferson  County  Medical  Society’s 
“Supplies  Over  Seas’’  program,  a 
humanitarian  effort  that  recycles 
medical  supplies  and  drugs  to  some 
of  the  world’s  neediest  communities. 
Among  the  organization’s  contacts  is 
missionary  Kathryn  McKewen,  a retired 
Leitchfield,  Ky,  nurse  who  established 
a clinic  in  Simferopol,  Ukraine. 
McKewen  relayed  Ruslaan’s  plight  to 
JCMS,  which  arranged  for  the 
youngster  to  be  treated  here. 

Dr  Tobin  said  that  the  boy’s  grafts 
have  healed,  his  newly  grown  skin  has 
begun  to  scar  and  shrink  — typical  side 
effects  for  burn  victims.  The  effect  has 
hindered  movement  of  one  eyelid,  all 
limbs  and  skin  on  the  neck  and  face. 

Dr  Tobin  said  he  is  excited  that 
he  and  his  colleagues  will  be  able  to 
train  Dr  Mzoughi  in  American  burn 
treatment  and  trauma  techniques.  Dr 
Mzoughi  then  can  take  the  knowledge 
back  to  Ukraine. 

“Providing  instruction  on  burn 
care  has  a tremendous  impact  in 
underdeveloped  countries  because 
the  best  burn  care  results  from  proper 
techniques,  not  technology,”  Dr  Tobin 
said.  “You  don’t  need  expensive 
equipment  like  heart-lung  machines 


and  laser  devices  to  provide 
outstanding  care.” 

The  Jefferson  County  Medical 
Society  Alliance  arranged  for  Ruslaan, 
Ms  Useinova,  and  Dr  Mzoughi  to  stay  at 
Hospital  Hospitality  House  throughout 
their  stay  in  Louisville.  Alliance 
members  and  various  local  groups  are 
assisting  with  hospitality,  providing 
food,  transportation,  child  care, 
clothing,  incidentals,  and  companion- 
ship with  peers  throughout  their  stay. 

Ruslaan  Litvinchuk  has  been 
abandoned  by  his  family,  but  a woman 
in  Simferopol  wishes  to  adopt  him 
upon  his  return. 

Kentucky  Begins  Surveillance  of 
Occupational  Burns 

Occupational  burns  place  a 
tremendous  burden  on  the  workforce, 
the  medical  community,  and 
employers  in  Kentucky.  In  cooperation 
with  the  Kentucky  Department  for 
Public  Health  (KDPH),  the 
Occupational  Injury  Prevention 
Program  (OIPP)  at  the  Kentucky  Injury 
Prevention  and  Research  Center 
(KIPRC)  is  establishing  a statewide 
occupational  burn  surveillance  system 
to  identify  causes  and  trends  of  work- 
related  burns  and  monitor  progress 
toward  reducing  these  injuries. 

Funding  for  this  project  is  provided  by 
the  National  Institute  for  Occupational 
Safety  and  Health  (NIOSH).  Case 
identification  began  in  January  1998 
and  will  continue  for  5 years. 

According  to  a report  from  KIPRC, 
between  1994  and  1996,  52  workers 
died  from  burns,  explosions  or 
electrocutions.  Most  of  these  workers 
were  less  than  40  years  old.  In  1995, 
1,195  Workers’  Compensation  claims 
were  filed  for  work-related  burns;  55 
workers  were  hospitalized.  The 
industries  with  the  most  claims  were 
retail  trade  (34%)  and  manufacturing 
(23%).  About  68%  of  the  claims 
resulted  in  lost  work  time  and  32% 
resulted  in  temporary  disability.  There 
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was  an  average  of  6.4  days  lost  from 
work,  and  the  total  value  for  these 
claims  was  more  than  $2.6  million. 

This  initiative  for  a statewide  burn 
injury  surveillance  system  focuses  on 
identifying  risk  factors  associated  with 
the  workplace  (eg,  the  task, 
environment,  machine,  worker)  in 
order  to  develop  injury  prevention 
strategies.  Using  epidemiologic 
principles,  the  specific  aims  of  the 
project  are  to; 

• Identify  the  incidence  of  burns  as  an 
occupational  injury  (including 
thermal,  electrical,  chemical, 
friction,  and  radiation  burns) 

• Identify  trends  in  burn  cases  quickly 

• Develop  and  implement 
interventions  to  reduce  the 
incidence  of  burn  injury 

• Evaluate  the  economic  savings  of 
interventions 

Cases  will  be  identified  primarily 
through  hospital  burn  units,  emergency 
departments,  the  Kentucky  Department 
of  Workers’  Claims,  Kentucky 
Employers’  Mutual  Insurance,  and 
death  certificates. 

KIPRC  believes  that  members  of 
, the  medical  community,  most  notably 
private  physicians  and  emergency 
department  personnel,  are  in  an 
excellent  position  to  notify  OIPP  of 
work-related  burn  cases  presenting  for 
treatment;  that  only  through  the  active 
' involvement  of  health  care  providers 
can  this  project  succeed  in  identifying 
! and  ultimately  reducing  the  incidence 
of  these  traumatic  injuries;  and 
additionally,  that  practitioners  will  be 
an  invaluable  part  of  the  project  by 
disseminating  prevention  information 
to  patients  whose  work  histories 
indicate  a potential  for  burn  injuries. 

KIPRC  advises  that  data  generated 
from  burn  surveillance  activities  will  be 
disseminated  to  workers  and 
employers,  trade  organizations,  health 
professionals,  public  agencies,  and  the 
general  public  via  news  media. 

Surveillance  is  a key  component 
of  occupational  injury  control.  It 
provides  baseline  data  and  the 


opportunity  to  monitor  trends.  Over  the 
next  5 years,  the  occupational  burn 
injury  surveillance  project  will  enable 
KIPRC  to  identify  risk  factors  for  burn 
injury,  implement  effective  prevention 
strategies,  and  reduce  the  incidence  of 
these  costly  injuries  in  Kentucky. 

For  more  information  please 
contact  Amy  Scheerer,  Project  Manager, 
at  606-257-6712  or  1-800-204-3223. 


NEW  MEMBERS 

Members  of  the  Kentucky  Medical 
Association  and  their  respective 
county  medical  societies  join  in 
welcoming  the  following  new  mem- 
bers to  these  organizations. 

Boyd 

John  Timothy  Garner  MD  — FP 

539  Eden  Place,  Ashland  41101 
1994,  W.  Virginia  U 

Daviess 

John  D Rohinson,  MD  — P 

1000  Industrial  Dr,  Owensboro  42301- 
8715 

1977,  U of  Missouri,  Columbia 

Fayette 

Tony  W Dotson  DO  — OBG 

4745  Hartland  Pkwy,  Lexington  40509 
1997,  Chicago  Homeopathic  Med  Col 

Floyd 

David  J Jenkinson  MD  — ORS 

485  E Dorton  Blvd,  Staffordsville  41256 
1974,  Queens  U of  Belfast 

Green 

Thomas  A Castillo  DO  — OPH 

262  Creason  Lane,  Greensburg  42743 
1977,  Chicago  Col  of  Osteopathy 


Jefferson 


Paul  A Atkins  MD  — IM 

5030  Fertig  Creek  Rd,  Floyd  Knobs 
47119-9212 
1992,  Indiana  U 

Robert  T Barowsky  MD  — OPH 

2817  Eastwood  Fisherville  Rd, 
Fisherville  40023-9727 
1980,  U of  Wisconsin 

Ricky  S Collis  MD  — AN 

6613  Northridge  Cir,  Louisville  40241- 
6533 

1992,  U of  Louisville 

Tyrone  L Daniels  MD  — C 

1400  Twin  Ridge  Rd,  Louisville  40242- 
3817 

1983,  U of  Iowa 

Dale  S Horne  MD  — NS 

6420  Dutchmans  Pkwy  Ste  190, 
Louisville  40205 
1990,  Washington  U,  St.  Louis 

Diana  G Irvin  MD  — IM 

1139  Cherokee  Rd,  Louisville  40204 
1982,  U of  Kansas,  Lawrence 

Mary  E Lacher  MD  — PD 


7003  Shallow  Lake  Rd,  Prospect  40059 
1985,  Creighton  U,  Omaha 

McCracken 

Yale  R Smith  MD  — AN 

2507  Broadway,  Paducah  42001 
1985,  U of  Dominica,  Ross  U 

Mercer 

Steven  C Hall  MD  — FP 

PO  Box  9,  Harrodsburg  40330 
1988,  Dalhouse  U,  Canada 

In-Training 


Fayette 

Andrea  S Kristofy  MD  — AN 

Adam  Wooten  DO  — P 

Kentan 

Corey  Gedlus  DO  — FP 

David  Frederick  Lowe  MD  — FP 

Michael  P Minning  MD  — FP 

Rhonda  R Pfaff,  MD  — FP 
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Robert  L McKenney,  MD 
Falmouth 
1925-1997 

Robert  L McKenney,  MD,  a general 
practitioner,  died  August  29,  1997.  Dr 
McKenney  graduated  from  the 
University  of  Louisville  School  of 
Medicine  in  1954  and  was  an  active 
member  of  KMA. 

David  P.  Edmundson,  MD 
Mount  Steriing 
1912-1997 

David  P.  Edmundson,  MD,  a retired 
general  practitioner,  died  August  31, 
1997.  Dr  Edmundson  was  a 1936 
graduate  of  the  University  of  Tennessee 
College  of  Medicine  and  a life  member 
of  KMA. 

Robert  C.  Smith,  MD 
Newport 
1919-1997 

Robert  C.  Smith,  MD,  a retired 
psychiatrist,  died  September  5,  1997. 

A 1945  graduate  of  the  University  of 
Cincinnati  College  of  Medicine,  Dr 
Smith  was  a life  member  of  KMA. 

Harold  B.  Graves,  MD 
Haiiingen,  TX 
1911-1997 

Harold  B.  Graves,  MD,  a retired  OB- 
GYN,  died  October  6,  1997.  A 1937 
graduate  of  Homeopathic  Medical 
College  of  Missouri,  Dr  Graves  was  a 
life  member  of  KMA. 

Robert  J.  McCabe,  MD 
Newport 
1921-1996 

Robert  J.  McCabe,  MD,  a dermatologist, 
died  October  12,  1997.  Dr  McCabe  was 
a 1944  graduate  of  the  University  of 
Cincinnati  College  of  Medicine,  and  an 
active  member  of  KMA. 


O C I A T I 


Mario  W.  Cartay2i,  MD 
Campbellsville 
1914-1997 

Mario  W.  Cartaya,  MD,  a retired  general 
practitioner,  died  October  12,  1997.  A 
1947  graduate  of  the  University  of 
Havana  School  of  Medicine,  Dr  Cartaya 
was  a life  member  of  KMA. 


Daniel  H.  Boeh,  MD 
Ft.  Thomas 
1910-1997 

Daniel  H.  Boeh,  MD,  a retired  general 
practitioner,  died  November  13,  1997. 
Dr  Boeh  was  a 1936  graduate  of  the 
University  of  Cincinnati  College  of 
Medicine  and  a life  member  of  KMA. 


Thomas  F,  Whayne,  Sr,  MD 
Lexington 
1905-1997 

Thomas  E.  Whayne,  Sr,  MD,  a retired 
preventive  medicine  physician,  died 
November  18,  1997.  A 1931  graduate  of 
Washington  University  School  of 
Medicine,  Dr  Whayne  was  a life 
member  of  KMA. 


Lee  A.  Heine,  MD 
Louisville 
1916-1997 

Lee  A.  Heine,  MD,  a retired  family 
practitioner,  died  November  29,  1997. 
Dr  Heine  graduated  from  the  University 
of  Louisville  School  of  Medicine  in 
1960  and  was  a life  member  of  KMA. 


Jorge  Matall£ma,  MD 
Louisville 
1929-1997 

Jorge  Matallana,  MD,  a pulmonary 
diseases  physician,  died  December  2, 
1997.  A 1954  graduate  of  National 
University,  Dr  Matallana  was  an 
inactive  member  of  KMA. 


O N 


HermEm  R.  Moore,  MD 
Louisville 
1920-1997 

Herman  R.  Moore,  MD,  a retired 
general  surgeon,  died  December  13, 
1997.  Dr  Moore  graduated  from  the 
University  of  Louisville  School  of 
Medicine  in  1944  and  was  a life 
member  of  KMA. 


Impaired  Physicians  Program 

9000  Wessex  Place,  Suite  305 
Louisville,  KY  40222 

Phone:  502/425-7761 ; Fax  502/425-6871 


maibuk:  wiu[]rl 

CALENDAR! 

Western  Regional 
Meeting 

Trustee  Districts  1,  2 , 3,  4 & 6 

Wednesday, 
April  22, 1998 

RiverPark  Center 
Owensboro,  KY 

Earn  3 Hours  CME  Credit 


Dinner  and  Program 
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Mark  Your  Calendars! 


KM  A Annual  Meeting 
Sept  21-23  • Hyatt  Regency 
Commonwealth  Convention 
Center  • Louisville,  KY 
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Rural  Kentucky  Medical  Scholarship  Fund,  Inc 

The  Rural  Kentucky  Medical  Scholarship  Fund  is  accepting  applications  from  residents  of 
Kentucky,  who  have  been  accepted  to  one  of  the  state's  accredited  medical  schools.  The 
Fund  offers  a $ 1 2,000  loan  for  each  year  of  medical  school  to  a qualified  recipient  who  is 
willing  to  practice  and  reside  in  a rural  county  in  Kentucky  for  one  year  for  each  loan 
received.  Repayment  options  include  low  interest  rates  for  recipients  practicing  in  rural  areas 
and  loan  forgiveness  for  those  practicing  in  areas  of  the  state  with  critical  needs.  Counties 
considered  to  be  rural  and  critical  are  determined  by  the  RKMSF  annually.  The  Fund  is  the 
oldest  and  most  successful  of  its  kind  in  the  nation.  The  Rural  Kentucky  Medical  Scholarship 
Fund  has  loaned  approximately  $4  million  to  over  600  medical  students.  The  deadline  date 
for  filing  an  application  is  April  1,  1998.  Those  interested  in  applying  for  a scholarship  loan 
should  contact  the  RKMSF  Office  at  the  Kentucky  Medical  Association  Headquarters,  4965  US 
Hwy  42,  Suite  2000,  Louisville,  KY  40222,  or  call  502.426.6200. 


Are  You  Relocating  to  a Critical  Area 
in  Kentucky  and  Have  Educational  Debt??? 

The  Rural  Kentucky  Medical  Scholarship  Fund,  Inc  offers  an  additional  program  to  continue 
to  address  the  problem  of  maldistribution  of  physicians  — the  Establish  Practice  Grant 
Program  (EPGP).  This  program  enables  primary  care  physicians  who  are  beginning  a 
practice  in  a critical  area  of  Kentucky  in  obtaining  assistance  in  repaying  educational  debt. 

The  EPGP  offers  $10,000  per  year  to  a licensed  full-time  physician  who  has  practiced  in  a 
critical  county  of  Kentucky  as  designated  by  the  RKMSF.  The  EPGP  is  limited  to  five  participants 
per  year.  The  program  currently  has  two  vacancies  for  1998. 

If  you  are  interested  in  additional  information  and  an  application,  please  contact  the  Rural 
Kentucky  Medical  Scholarship  Fund,  Inc  EPGP  office  at  502.426.6200,  or  at  4965  US  Hwy 
42,  Suite  2000,  Louisville,  KY,  40222. 
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RATES  AND  DATA 

All  orders  for  classified  advertising  must  be 
placed  in  writing  and  will  be  subject  to 
approval  by  the  Editorial  Board.  The  right  is 
reserved  to  decline  or  withdraw  advertise- 
ments at  the  publisher’s  discretion. 

Deadline:  First  day  of  month  prior  to  month 
of  publication. 

Word  count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Rates:  $40  per  insertion  ($20  for  KMA 
members)  for  the  first  30  words;  50c  for  each 
additional  word. 

Send  advance  payment  with  order  to:  The 
Journal  of  KMA,  The  KMA  Building,  4965  US 
Hwy  42,  Suite  2000,  Louisville,  KY  40222. 


Physicians  Wanted 


LOUISVILLE,  KENTUCKY  — Well  estab- 
lished solo  practitioner  seeking  BE/BC 
OB/GYN  to  join  thriving  practice.  New 
office,  plenty  of  room,  great  opportunity. 
Call  William  T.  Baker,  MD,  502/582-1652. 


FAST  PACED  RURAL  FAMILY  PRACTICE 
CLINIC  — Seeking  a physician/internist  to 
work  for  a primary  clinic  in  Bath  and/or 
Lewis  County.  Join  a family  practice  with 
two  office  locations  with  plans  to  open 
more  clinics.  Malpractice  paid  and  com- 
petitive salary.  Approximately  one  hour 
drive  from  Lexington  and  Cincinnati. 
Please  send  resume  to  PO  Box  344, 
Flemingsburg,  KY  41041  or  contact  the 
office  manager  at  606/849-2323. 


Now  there’s  a way  you  truly  can  help  stop  child  abuse.  By 
simply  lending  your  support  to  a new  kind  of  prevention  program. 
A program  that  teaches  new  parents  how  to  deal  with  the  stresses 
that  lead  to  abuse.  One  that  interrupts  the  cycle  of  abuse  before 
it  can  begin.  We’re  already  achieving  unprecedented  results, 
but  we  need  your  help  where  you  live.  Call  1-800-C  H 1 L D R E N. 
And  learn  how  close  at  hand  the  solution  to  child  abuse  really  is. 


THE  MORE  YOU  HELP  THE  LESS  THEY  HURT. 


1-800-CHILD  °REN 


National  Committee  to  Prevent  Child  Abuse 
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CHANGING  ADDRESS? 


Please  notify  us  at  least 
two  months  in  advance. 

Send  new  address  to: 

Journal  of  the  Kentucky  Medical  Association 
The  KMA  Building 
4965  US  Hwy42,  Suite  2000 
Louisville,  KY  40222-6301 

502.426.6200;  Fax  502.426.6877 


The  person  who  says  that  he  is  above  politics  is 
really  saying  that  democracy  is  beneath  him. 

Whatever  your  politics— join  KEMPAC  for  representation  in 

Washington  and  Frankfort! 


What  is  KEMPAC? 

The  Kentucky  Educational  Medical  Poltical  Action  Committee  (KEMPAC)  is  the  political  arm  of 
the  Kentucky  Medical  Association.  KEMPAC  receives  its  funds  through  its  members'  dues  and 
these  funds  are  then  used  to  support  political  candidates.  KEMPAC  shares  fundraising  with 
AMP  AC  (American  Medical  Political  Action  Committee).  When  a physicians  pays  dues  of  $100, 
one-half  of  those  dues  ($50)  go  to  AMP  AC  for  support  of  federal  candidates  who  share  medicine's 
views. 

Is  KEMPAC  affiliated  with  any  Political  Party? 

No.  It  is  not  boimd  by  Democratic,  Republican,  or  any  other  party.  The  philosophy  and  platform 
of  the  individual  candidate  determine  whom  KEMPAC  supports.  KEMPAC  supports  those 
candidates  whose  philosphies  agree  with  medicine's. 

Send  your  contribution  now— use  the  coupon  below— and  enclose  with  your  check.  Since  federal 
and  state  laws  strictly  prohibit  the  use  of  corporate  funds  for  candidate  support— we  must  ask 
that  you  send  a personal  check  only  to: 

KEMPAC 

4965  US  Highway  42,  Suite  2000 
Louisville,  KY  40222 

X X X 

Name 

Address 


Amoxmt  Enclosed 


($100  for  physician,  $100  for  spouse,  $10  for  medical  student,  $10  for  in-training  physician) 


Accommodati 


EN  MRI 


1.5T  High  Field 
Wide  Body, 
Short  Gantry 
MRI 


Large 
Gantry 
CT  j 


Lexington  Diagnostic 


Center 


1725  Harrodsburg  Road,  Suites  D & L • Lexington,  KY  40504 
www.stairsys.com/ldcniri 

Convenient  Central  Scheduling  • (606)  21^-1226  or  1-800-755-7441 
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Saved  Lives 
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KMIC  Stands  in  Front  of  Yon. 


After  all,  fighting  legal 
battles  isn't  your  busi- 
L ness,  it's  ours. 

When  it  comes  to  profes- 
sional liability,  Kentucky  Medi- 
cal Insurance  Company  (KMIC) 
will  be  your  shield,  defending 
you  against  non-meritorious 
claims  and  protecting  your 
reputation.  Our  experienced 
claims  staff  will  forge  ahead  in 
your  defense.  And  we'll  keep 
fighting  until  you  give  the 
consent  to  settle  a claim. 

KMIC  is  highly  rated  by 
A.M.  Best  and  Standard  & 
Poor's.  This  means  you  can  be 


confident  we  have  the  finan- 
cial strength  to  keep  you  safe, 
even  in  the  heat  of  battle. 

We're  also  guarding  your 
future  by  providing;  excellent 
hands-on  service,  fair  pricing, 
claim-free  credits,  and  nation- 
ally recognized  risk  manage- 
ment programs  that  will  help 
minimize  the  threat  of  future 
claims  and  also  can  qualify  you 
for  premium  discounts. 

So,  you  keep  doing  what 
you  do  best,  and  we'll  keep 
doing  what  we  do  best  — 
shielding  our  policyholders 
from  financial  risk. 


• Rated  "A-"  (Excellent)  by 
A.M.  Best 

• Rated  "A+"  by 
Standard  & Poor's 

• Nearly  20  years  of 
Experience 

• Unconditional  Consent  to 
Settle  Claims 

• Flexible  Coverage 

• Claim-Free  Credits 

• Prior  Acts  Coverage 
Available 

• Free  Retirement  Tail  Available 


KENTUCKY 

MEDICAL 

INSURANCE 

COMPANY 


Louisville,  Kentucky  1-800-467-1858  • Columbus,  Ohio  1-800-624-9882 
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Despite  the  fact  that  all  50 
states  and  the  District  of 
Columbia  have  child 
restraint  laws  in  effect, 
injuries  sustained  in  motor 
vehicle  crashes  continue  to 
be  the  leading  cause  of 
death  and  disability  among 
children.  This  report 
provides  a comprehensive 
summary  of  data  on  motor 
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J.  Gregory  Cooper,  MD 


The  reporter  from  the  Courier-Journal 
was  asking  for  my  perspective  on 
the  recent  AMA-Sunbeam  debacle. 
The  AMA  annual  meeting  this  past 
' December  was  dominated  by  this  issue 
, in  which  a contract  was  approved 
j which  allowed  the  AMA  emblem  to  be 
attached  to  Sunbeam  health  care 
products.  This  violation  of  AMA  policy 
! resulted  in  the  dismissal  of  four  AMA 
staff  members  and  the  resignation  of 
the  Executive  Vice  President.  The 
, House  of  Delegates  voted  to  support 
[ the  policy  of  the  AMA,  to  review  all 
existing  commercial  relationships  of 
, the  organization,  and  to  appoint  an 
investigative  committee  made  up  of 
members  of  the  House. 

I As  an  alternate  delegate  to  the 
f AMA,  1 was  able  to  hear  the  issue 
discussed  on  the  floor  of  the  House. 
The  extent  of  the  discussion  was 
I limited  by  the  legal  issues  which  have 
been  generated.  Detailed  information, 
j however,  was  made  available  for  the 
j delegates  and  alternates  to  review 
I privately  after  receiving  background 
' information  from  an  outside  attorney 
I involved  in  the  case. 

I Apart  from  the  strange  evolution 


S 


DENT'S 


PAGE 


Avoiding 

Communication  Gaps 


of  this  errant  venture  1 was  struck  by 
how  the  organization  was  making 
every  effort  to  insure  that  the 
representatives  of  the  decision  making 
body  of  the  AMA  were  fully  informed 
about  this  explosive  issue.  Obviously, 
this  was  damage  control  in  a time  of 
crisis,  but  the  officers  and  the  Board  of 
Trustees  were  also  trying  to  re-establish 
lines  of  communication  which  had 
been  battered  rather  badly.  Without 
open  and  honest  communication 
between  the  hierarchy  of  the  AMA  and 
the  membership  of  the  House  of 
Delegates  there  would  be  no  chance  of 
dealing  successfully  with  the  crisis. 

As  1 attempted  to  describe  this 
process  to  the  reporter,  1 realized  that 
this  attempt  to  maintain  lines  of 
communication  between  the 
leadership  and  the  members  of  the 
House  was  reflective  of  the  ongoing 
concern  that  any  organization  should 
have  regarding  contact  with  its 
individual  members. 

In  dealing  with  this  crisis  the  AMA 
board  and  officers  had  a different 
perspective  on  the  issues  from  the 
members  of  the  House  of  Delegates. 

In  fact,  the  House  of  Delegates 
appropriately  voted  to  help  realign  the 
perspective  of  the  officers  and  the 
board!  Information  had  been 
transferred  to  the  members  and  they 
gave  their  response.  The  divisive  issue 
was  on  its  way  toward  resolution. 

It  doesn’t  take  a Sunbeam  crisis  to 
cause  an  information/confidence  gap 
between  various  levels  of  organized 
medicine.  As  an  alternate  delegate  1 
must  try  to  communicate  House  of 
Delegate  issues  back  to  the  KMA 
members  and  Kentucky  physicians  that 
1 represent.  The  officers  and  board  of 


trustees  of  the  KMA  must  keep  the 
members  of  the  KMA  informed  about 
the  evolution  of  issues  that  impact 
medicine.  Those  of  us  that  serve  as 
representatives  to  the  KMA  House  of 
Delegates  have  to  try  to  translate  the 
actions  of  that  body  to  the  practicing 
physicians  out  in  the  state. 

Physicians  who  are  involved  in 
the  process  of  policy  making  come  to 
understand  the  concepts  which  rule 
that  process.  There  are  rules  of  order 
for  policy  making  bodies.  There  are 
constraints  and  parameters  that  exist 
in  order  to  avoid  chaos  and  anarchy. 
There  is  give  and  take  in  the  process. 
There  is  negotiation,  diplomacy, 
exchange  and  compromise.  In 
establishing  and  maintaining  order 
in  the  process  we  often  find  that  the 
results  are  much  slower  in  coming 
than  we  would  prefer. 

As  physicians  we  seek  the  truth. 
When  we  see  it  ahead  of  us  we  want  to 
excise  immediately  any  obstacles  that 
stand  in  our  way.  Patience  is  often  not 
our  strong  suit  in  problem  solving. 
Thus,  the  practicing  physician  is  often 
frustrated  by  the  circuitous  route  that 
defines  policy  making.  Thus,  we  may 
be  reluctant  to  join  and  support  the 
organizations  which  determine 
medical  policy. 

Those  of  us  who  are  active  in 
organized  medicine  have  a 
responsibility  to  maintain  lines  of 
communication  with  our  colleagues. 
We  must  let  them  know  that  we  are 
dedicated  to  shepherding  the  interests 
of  medicine  through  the  maze  that  is 
politics. 

J.  Gregory  Cooper,  MD 

Chair,  KMA  Board  of  Trustees 
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Plan  Now  To  Attend  This  Spring's 
Premiere  Conference  on  Asthma 


April  3 -4,  1998 

University  Plaza  Hotel 
Bowling  Green,  KY 


♦ Top  national  & regional  speakers 

♦ For  physicians,  nurses  & respiratory  therapists 

♦ Continuing  Education  credits 

♦ $60/$100  (1 -day/2 -day  option)  forMDs 
$30/$50  (1-day/2-day  option)  for  RNs  & RTs 

♦ Includes  lunch  & Corvette  Museum  dinner 

For  brochure  call  American  Lung  Association  of  KY 

502-363-2652  or  1-800-LUNGUSA 


It's  Time  To 

Tell  Your  Patients  What 
They  Need  To  Hear. 


The  Louisville  Hearing  Aid 
Center's  patient  referral  program 
provides  an  excellent  opportunity 
to  work  together  for  the  mutual 
benefit  of  those  who  come  to  us 
for  care.  It's  quite  simple;  if  any 
of  your  patients  are  experiendng 
hearing  loss,  refer  them  to  us.  In 
turn,  we'll  refer  to  you  any  of  our 
patients  that  are  in  need  of  the 
spedalized  care  that  you  provide. 
Everyone  benefits.  Espedally  the 
patients.  For  more  information, 
give  us  a call  at  (502)  459-HEAR. 
Let's  cover  all  the  bases. 

^LOUISVILLE 

Hearing  Centers,  Inc. 


Monitoring 


NEWS  FOR  KENTUCKY  PHYSICIANS 

1 998  KMA  Legislative  Seminar 
Attracts  Overflov^  Crowd 


KMA’s  biennial  Legislative  Seminar  continues 
to  be  a resounding  success.  Several  in  an 
overflow,  record-breaking  crowd  had  to 
stand  during  the  Seminar  held  in  Frankfort  on 
January  28.  Those  in  attendance  were  eager  to 
hear  the  latest  on  major  issues  of  significance 
facing  the  medical  community  in  the 
Commonwealth  of  Kentucky,  and  they  were 
not  disappointed. 

Featured  speakers  were  Lt  Governor  Steve 
Henry,  MD;  Dan  Kelly,  Senator/Senate  Minority 
Floor  Leader;  Jody  Richards,  Representative/ 
Speaker  of  the  House;  George  Nichols, 
Commissioner  of  the  Department  of  Insurance; 
Bob  DeWeese,  MD,  Representative;  William 
Monnig,  MD,  KEMPAC  Chair;  Wally  O. 
Montgomery,  MD,  Chair,  Committee  on  State 


Legislative  Activities;  Angie  DeWeese,  Vice 
President,  KMA  Alliance;  and  John  Morse, 
Secretary  of  the  Cabinet  for  Health  Services. 

KMA’s  President  Ken  Peters,  MD,  President- 
Elect  Don  Stephens,  MD,  Secretary-Treasurer  Bill 
VonderHaar,  MD,  and  Board  of  Trustees  Chair 
Greg  Cooper,  MD,  presided. 

Following  the  seminar,  many  of  the 
attendees  visited  the  Capitol  and  met  with  their 
Legislators  to  discuss  issues  of  concern  to 
Kentucky  physicians.  While  KMA  leadership  and 
staff  routinely  meet  with  Legislators  to  represent 
your  interests,  nothing  is  more  effective  than 
communication  from  a constituent — YOU!  Your 
participation  and  involvement  in  the  legislative 
process  are  ESSENTIAL. 

MAKE  A DIFFERENCE— GET  INVOLVED! 
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Left:  Wally  O.  Montgomery,  MD,  KMA  Chair,  Committee  on  State 
Legislative  Activities  (center),  and  his  wife  Gerry  discuss  the  issues 
with  John  Cooper,  KMA  Legislative  Consultant,  and  Don  Chasteen, 
KA4A's  Director,  Public  and  Governmental  Relations  (in  background). 
Above,  L-R:  President-Elect  Donald  R.  Stephens,  MD,  and  Secretary- 
Treasurer  William  P.  VonderHaar,  MD. 


KMAA  President  Aroona  Dave  (L)  is  pictured  with  Immediate  Past 
President  Ruth  Ryan. 


KEMPAC  Chair  William  B.  Monnig,  MD  (L),  relaxed  with  KMA  colleagues. 
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There’s  a 5:00 
meeting  about  your 

practice,  and 
you  re  not  invited. 


They  don’t  know  you.  They  don’t  know  your  patients. 

And  they  don’t  want  to.  They’re  just  interested  in  the  bottom  line. 
Shouldn’t  you  have  a say  in  your  practice?  We  think  so. 

KEMPAC  fights  for  you, 

S^EOUDO^n^ 


Kentucky  Educational  Medical  Political  Action  Committee 
4965  US  Highway  42  ★ Suite  2000  ★ Louisville,  KY  40222-6301 
502.426.62000  ★ Fax  502.426.6877 


If  your  practice  is  incorporated,  KEMPAC  and  AMPAC  voluntary  political  contributions  should  be  written  on  a PERSONAL  CHECK.  Contributions  are  not  limited  to 
suggested  amount.  Neither  the  AMA  nor  the  KMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  A portion  of  the 
voluntary  contributions  will  be  used  in  connection  with  Federal  elections  and  are  subject  to  the  prohibitions  and  limitations  of  the  Federal  Election  Campaign  Act. 
Contributions  to  KEMPAC  and  AMPAC  are  not  deductible  as  charitable  contributions  for  Federal  Income  Tax  Purposes. 
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Kentucky’s  Child  Restraint  Law 
Has  Saved  Lives: 

A 20-Year  Review  of  Fatalities  Among 
Children  (Aged  0-4)  as  Motor  Vehicle  Occupants 

L.A.  Goldstein,  PhD;  C.W.  Spurlock,  PhD 


In  1995,  616  children  under  5 years  of  age  died  as 
occupants  in  motor  vehicle  crashes  (MVCs)  in 
the  United  States.  Of  these  616  fatalities,  an  esti- 
mated 328  (57%)  children  were  completely  unre- 
strained in  any  kind  of  child  restraint  device 
(CRD).'  Thus,  despite  the  fact  that  all  50  states  and 
the  District  of  Columbia  have  child  restraint  laws 
in  effect,'  injuries  sustained  in  MVCs  continue  to  be 
the  leading  cause  of  death  and  disability  among 
children.^ 

Likewise,  one  of  the  leading  causes  of  death 
and  disability  among  Kentucky  children  aged  04  is 
motor  vehicle  occupant  injuries.  In  an  effort  to 
reduce  the  number  of  children  killed  or  injured  as 
MV  occupants,  Kentucky  passed  a law  (KRS 
189.125)  in  1982  requiring  that,  “any  parent  or  legal 
guardian  of  a child,  forty  inches  (40")  in  height  or 
less,  when  transporting  his  child  . . . shall  have 
such  child  properly  secured  in  a child  restraint 
system  of  a type  meeting  federal  motor  vehicle 
safety  standards.”'' 

This  report  provides  a comprehensive  sum- 


mary of  data  on  MV  occupant  death  rates  among 
children  aged  04  over  the  past  20  years.  An  initial 
report  published  in  1985''  presented  child  fatality 
data  for  1970  through  1984,  spanning  time  periods 
both  before  and  after  enactment  of  the  child 
restraint  law.  The  current  report  presents  similar 
data  obtained  since  1984.  The  report  also  des- 
cribes apparent  trends  in  MV  occupant  death  rates 
among  children  aged  04,  discusses  the  possible 
long  term  effects  of  the  child  restraint  law,  and 
suggests  other  factors  that  may  influence  restraint 
usage  rates. 

Annual  totals  for  the  number  of  deaths  among 
children  aged  04  as  MV  occupants  were  obtained 
from  the  Kentucky  Department  for  Public  Health, 
Division  of  State  and  Local  Health  Administration, 
Vital  Statistics  Branch.  Death  rates  were  calculated 
per  year  based  on  population  estimates  derived  by 
the  Urban  Institute  at  the  University  of  Louisville. 
The  death  rates  graphed  in  Fig  1 represent  3-year 
running  averages  of  the  annual  death  rates 
presented  in  Table  1. 


From  the  Kentucky  Injury 
Prevention  and  Research 
Center.  Correspondence  to 
Dr  LA.  Goldstein,  Kentucky 
Injury  Prevention  and 
Research  Center,  333 
Waller  Avenue,  Suite  202, 
Lexington,  KY  40504- 
2915, 1606)  257-671 1 
FAX  {606)  257-3909, 
lagold@pop.uky.edu 


Table  1 

Deaths  and  Death  Rates  to  MV  Occupants  Aged  0-4  Before  and  After  Enactment  of  Child  Restraint  Law  in 

Kentucky 

7-Year  Period  Prior  to  Child  Restraint  Law 

7- Year  Period  Following  Child  Restraint  Law 

Past  5-Year  Period 

Year 

Fatalities* 

Populationt 

Death  Rate 

Year 

Fatalities 

Population 

Death  Rate 

Year 

Fatalities 

Population 

Death  Rate 

1975 

21 

276,000 

7.6 

1983 

14 

281,000 

5.0 

1990 

9 

255,000 

3.5 

1976 

13 

271 ,000 

4.8 

1984 

6 

277,000 

2.2 

1991 

18 

254,000 

7.1 

1977 

18 

272,000 

6.6 

1985 

10 

271,000 

3.7 

1992 

5 

258,000 

1.9 

1978 

16 

276,000 

5.8 

1986 

10 

264,000 

3.8 

1993 

11 

260,000 

4.2 

1979 

11 

281,000 

3.9 

1987 

14 

258,000 

5.4 

1994 

8 

261,000 

3.1 

1980 

16 

283,000 

5.7 

1988 

11 

253,000 

4.3 

1995 

14 

266,000 

5.3 

1981 

23 

285,000 

8.1 

1989 

10 

252,000 

4.0 

Total 

118 

— 

— 

Total 

75 

— 

— 

Total 

65 

— 

— 

Mean 

16.9 

277,714 

6.1 

Mean 

10.7 

265,143 

4.1 

Mean 

10.8 

259,000 

4.2 

‘Kentucky  Department  for  Health  Services,  Division  of  Vital  Statistics.  fUniversity  of  Louisville,  Urban  Studies  Institute. 
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Death  Rates  Among  KY  Children  as  MV  Occupants 


Evidence  that  Child  Restraint  Use  Reduces 
the  Number  of  Fatal  and  Nonfatal  Injuries 

Tennessee  led  the  nation  by  passing  the  first  child 
restraint  law  in  1978.  Other  states  shortly  followed 
suit,  and  by  1985,  every  state  and  the  District  of 
Columbia  had  passed  child  restraint  legislation.® 
That  legislative  efforts  increase  the  use  of  CRDs 
and  that  CRD  usage  is  effective  in  reducing  the 
number  of  deaths  and  injuries  from  MVCs  are  well 
documented.  For  example,  between  1978  and 
1983,  child  restraint  use  in  Tennessee  rose  from  8% 
to  more  than  30%,  and  the  number  of  deaths 
among  children  younger  than  4 years  of  age 


Fig  I — Motor  Vehicle  Crash  Fatalities  vs  Restraint  Usage 
Passengers  Aged  0-4 


declined  by  more  than  50%.®  In  Michigan,  the  use 
of  CRDs  among  children  aged  0-4  increased  from 
12%  to  51%  and  the  number  of  injuries  to  the  head 
and  extremities  declined  20%  to  25%.^  National 
averages  indicate  that  the  proper  use  of  CRDs  can 
reduce  fatalities  by  71%  and  hospitalizations  by 
67%.® 

Based  on  Kentucky  data  from  1990  to  1994, 
CRD  use  was  associated  with  substantial  reduc- 
tions in  the  number  and  percentage  of  children 
aged  3 and  younger  sustaining  MVC-related 
injuries.  Comparisons  of  children  who  were  re- 
strained (child  safety  seat  or  safety  belt)  with  those 
who  were  unrestrained  revealed  a 50%  decline  in 
fatalities  for  children  in  restraints.  Likewise,  there 
was  a 70%,  58%,  and  42%  reduction  in  the  “inca- 
pacitating,” “non-incapacitating,”  and  “possible” 
injury  categories,  respectively.® 


Table  2.  Deaths  to  MV  Occupants  Aged  0-4:  Observed 
vs.  Expected  Deaths,  1982-1994 


Year 

Observed 

Deaths 

Expected 

Deaths* 

O/E  Ratio! 

1982 

16 

17.3 

0.92 

1983 

14 

17.1 

0.82 

1984 

6 

16.9 

0.36 

1985 

10 

16.5 

0.61 

1986 

10 

16.1 

0.62 

1987 

14 

15.7 

0.89 

1988 

11 

15.4 

0.71 

1989 

10 

15.4 

0.65 

1990 

9 

15.6 

0.58 

1991 

18 

15.5 

1.16 

1992 

5 

15.7 

0.32 

1993 

11 

15.9 

0.69 

1994 

8 

15.9 

0.50 

1982-1994 

142 

209.0 

0.68 

‘Average  death  rate  for  1975-81  X population 
aged  0-4. 

t Ratio  of  observed  deaths  to  expected  deaths. 


MV  Occupant  Death  Rates  Before  and  After 
Enactment  of  Kentucky’s  Child  Restraint  Law 

During  the  7-year  period  (1975-1981)  prior  to  the 
passage  of  the  child  restraint  law  in  Kentucky,  1 18 
children  aged  0-4  died  as  MV  occupants.^  In  1981, 
the  death  rate  was  8.1  per  100,000  (0-4  year-olds). 
In  1983,  after  passage  of  the  law,  the  MV  occupant 
death  rate  among  children  0-4  years  of  age  was  5.0 
per  100,000.  By  1984  (the  third  year  the  restraint 
law  was  in  effect),  the  death  rate  was  as  low  as  2.2 
per  100,000  (Table  1).  This  represents  a 73% 
reduction  in  death  rate,  and  an  estimated  17  young 
lives  saved.  On  average,  comparison  of  the  7-year 
“before”  (1975-1981)  period  with  the  7-year  “after” 
(1983-1989)  period  revealed  a 37%  and  33% 
reduction  in  the  average  number  of  deaths  and 
death  rate  (respectively)  among  children  aged  0-4 
as  MV  occupants  (Table  1).  Three-year  running 
averages  of  death  rates  among  children  0-4  years 
of  age  are  shown  in  Fig  1 for  1975  through  1994. 

In  Table  2,  the  observed  deaths  for  each  year 
following  enactment  of  Kentucky’s  child  restraint 
law  were  compared  with  the  expected  number  of 
deaths  based  on  the  average  death  rate  prior  to 
passage  of  the  restraint  law  (1975-1981).  Based  on 
a chi-square  test,  the  observed  number  of  deaths 
were  significantly  fewer  than  the  expected  number 
of  deaths  (p<  0.002).  The  results  indicate  signi- 
ficant reductions  in  the  number  of  deaths  to  MV 
occupants  aged  0-4  after  enactment  of  the  child 
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restraint  law  in  Kentucky.  While  we  cannot  attri- 
bute this  reduction  entirely  to  the  child  restraint 
law,  its  enactment  certainly  facilitated  awareness 
of  the  importance  of  CRD  use  and  interventions 
that  contributed  to  the  decline  in  death  rate. 
Across  the  Commonwealth,  a number  of  public 
health,  public  protection,  and  local  hospital  efforts 
were  initiated  to  educate  residents  about  correct 
CRD  use  and  to  increase  the  availability  of  CRDs 
among  lower  income  families.  National  trends 
related  to  increased  acceptance  and  use  of  CRDs 
' may  also  have  contributed  to  the  decrease.  Thus, 
combined  legislative,  educational,  and  promotional 
' efforts  resulted  in  the  observed  reduction  in  child 
; MV  occupant  deaths  in  Kentucky. 


1988.  (An  observational  survey  was  not  performed 
in  1987).  In  1994,  a statewide  child  restraint  usage 
rate  of  72%  was  reported.  The  usage  rate  among 
children  less  than  1 year  of  age  was  83%;  for  chil- 
dren aged  1 to  3,  the  usage  rate  was  68%. " If  usage 
rates  continue  to  increase,  the  state  will  meet  the 
Healthy  Kentuckians  2000  objective  to  increase  the 
use  of  child  restraint  systems  among  children  aged 
04  to  at  least  75%.'^  Nationally,  child  restraint  use 
in  1994  was  estimated  at  about  88%  for  children 
under  1 year  of  age,  and  61%  for  children  14  years 
of  age.’^ 

Possible  Factors  that  Influence  Childhood 
MVC-Related  Fatality  Rates 


Trends  in  MV  Occupant  Death  Rates 
During  the  Past  20  Years 

To  examine  trends  in  the  MV  occupant  death  rate 
of  04  year-olds  over  time,  the  data  in  Table  1 have 
been  put  into  graphic  format  (Fig  1).  Dramatic 
fluctuations  in  death  rate  {filled  boxes')  are 
apparent,  and  a number  of  influential  factors 
could  contribute  to  these  changes.  For  example, 
what  might  account  for  the  decrease  in  MV 
! occupant  death  rate  that  occurred  between  1975 
and  1979?  Given  Tennessee’s  geographic  proximity 
to  Kentucky,  the  publicity  surrounding  Tennessee’s 
law  in  1978  may  have  launched  an  increase  in 
I safety  seat  use  in  Kentucky,  leading  to  a sub- 
i sequent  decline  in  MV  occupant  death  rate  among 
04  year-olds.  The  decline  in  MV  occupant  death 
rate  among  young  children  aged  04  was  transient; 

I between  1979  and  1981  there  was  an  equally  dra- 
matic increase  in  death  rate.  Unfortunately,  data 
on  the  use  of  child  restraints  prior  to  1982  are  not 
j available,  and  without  information  on  use  rates,  it 
is  difficult  to  determine  what  may  have  been 
I responsible  for  the  rise  in  death  rate  (but  see 
I below).  However,  as  predicted,  the  death  rate  for 
MV  occupants  aged  0-4  declined  precipitously 
after  amendment  of  the  Kentucky  statute  in  1982. 

Child  Restraint  Usage  Rates  in  Kentucky 

An  observational  survey  conducted  prior  to  enact- 
j ment  of  the  law  (May  and  June  1982)  reported  a 
I statewide  child  safety  seat  usage  rate  (Fig  1,  open 
circles)  of  14.4%.®  An  identical  survey  performed 
I after  the  law  became  effective  (May  through 
j August  1983)  reported  a usage  rate  of  22.7%.’® 
I Although  usage  rates  leveled  off  between  1984  and 
j 1986,  a steady  increase  has  been  reported  since 


That  the  use  of  restraint  systems  is  effective  in 
reducing  the  number  of  deaths  and  injuries  from 
MVCs  is  well  documented.  It  is  also  apparent  that 
legislative  efforts  increase  restraint  usage.®^  Never- 
theless, additional  factors  can  affect  usage  rates, 
and  events  that  occurred  subsequent  to  enactment 
of  the  child  restraint  law  may  have  impacted  MV 
occupant  death  rates  among  children  aged  04  in 
Kentucky.  For  example,  in  1988  the  state 
introduced  a penalty  ($50  fine)  for  violation  of  the 
restraint  law.”  To  the  extent  that  this  sanction  was 
enforced,  the  penalty  may  have  contributed  to  the 
observed  increase  in  usage.  While  information  on 
the  number  of  citations  for  such  violations  was  not 
available,  there  was  a small  decline  in  MV  occupant 
death  rate  between  1988  and  1989  (Fig  1). 

In  1990,  Lexington  enacted  a local  ordinance 
mandating  the  use  of  seat  belts  for  adults;  the  city 
of  Louisville  passed  a similar  ordinance  in  1991. 
By  1994,  all  city  and  county  ordinances  were  re- 
placed by  a statewide  safety  belt  law.”  During  this 
time,  there  was  a steady  increase  in  safety  seat 
usage  for  children  under  4 years  of  age  from  57% 
in  1990,  to  72%  in  1994.”  TTie  societal  impact  of 
these  legislative  actions  on  related  safety  issues 
should  not  be  underestimated.  For  example,  adult 
and  child  occupant  restraint  use  is  higher  in  states 
with  a mandatory  safety  belt  law  than  it  is  in  states 
without  such  a law.’"* 

We  wanted  to  examine  the  relationship 
between  statewide  highway  safety  campaigns  and 
childhood  MV  occupant  death  rate  during  this  20- 
year  period.  However,  the  information  we  received 
was  sparse,  and  was  obtained  from  a verbal 
history  (Kentucky  State  Police,  personal  com- 
munication) rather  than  from  official  records. 
Other  historically  relevant  events  (eg,  bus  crashes, 
multiple-vehicle/fatality  crashes)  may  affect  the 
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Death  Rates  Among  KY  Children  as  MV  Occupants 


I 


number  of  fatalities  (eg,  18  children  killed  in  1991 ; 
Table  2)  and  hence,  MV  occupant  death  rate 
during  any  given  year. 

Limitations 

it  is  important  to  keep  in  mind  that  the  relation- 
ships we  have  discussed  in  terms  of  the  child 
restraint  law  and  death  rates  among  MV  occupants 
aged  0-4  are  strictly  correlational,  as  are  the 
relationships  between  death  rates  and  CRD  use 
rates.  For  example,  for  the  data  used  to  derive  MV 
occupant  death  rates,  restraint  status  information 
is  not  available.  Similarly,  it  is  not  feasible  to  obtain 
information  on  subsequent  MVC  involvement 
and/or  injury  outcomes  from  the  observational 
studies  conducted  to  procure  information  on 
restraint  status.  As  discussed  above,  many  factors 
potentially  impact  both  the  occurrence  of  MV 
occupant  injuries  and  CRD  use.  To  develop 
appropriate  injury  prevention  strategies,  all  factors 
must  be  considered  and  interpreted  based  on  their 
historical  and  sociopolitical  context. 

Conclusion 

The  data  provided  in  this  20-year  review  suggest 
that  passage  of  the  child  restraint  law  in  Kentucky 
contributed,  at  least  in  part,  to  reductions  in  the 
death  rate  among  children  aged  0-4  as  MV  occu- 
pants. However,  despite  improvements  in  CRD 
usage  and  MV  occupant  death  rates,  MVC  involve- 
ment continues  to  be  a leading  cause  of  death  and 
disability  among  children  in  Kentucky  and  across 
the  United  States.  A large  number  of  children 
remain  unrestrained,  or  improperly  restrained,  as 
MV  occupants.  It  is  imperative  that  efforts  to  pro- 
mote CRD  use  continue  unabated.  CRDs  must 
become  more  readily  available  and  affordable, 
and  purchasers  must  be  educated  in  the  proper 
installation  of  the  CRD,  as  well  as  proper  place- 
ment of  the  child  in  the  CRD.  By  promoting  uni- 
versal and  proper  use  of  CRDs,  unnecessary  deaths 
and  injuries  to  children  as  MV  occupants  can  be 
signihcantly  reduced. 
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PREFIUE  YOUR 
MDSFORUFL 


When  it  comes  to  kids’  safety,  one  size  doesn’t  fit  all.  Small  frys  should  have  their  own  car  seats. 
Buckle  them  in  firmly,  and  your  kids’ll  be  ready  for  all  of  life’s  litde  obstacles. 

YOU  COULD  LEARN  A LOT  FROM  A DUMMY. 

BUCKLE  YOUR  SAFETY  BELT. 


For  more  information,  call  the  Airbag  & Child  Safety  Hotline:  800-424-9393  (in  the  U.S.)  or  202-366-0123  (m  Washington,  D.C.) 


US  Departmenl 
of  Transoortation 


leiKemia' 

▼ society  of  america 

Fighting: 

leukemia 
lymphoma 
multiple  myeloma 
Hodgkin's  disease 

This  advertisement  was  prepared  tor  the  benefit  of  the  Leukemia  Society  of  America  by  Robinson.  Yesawich  & Pepperdine,  fnc..  Orlando,  Florida,  1995. 


Sv'ppose  a s/i\p  >was  s\nA\ng^ 
and  Co^\d  only  ^\f  7 Ot  ''s  \nfo 
the  las/-  llteboa/-. 


W/i\c/i  J gjo^'ld  yo''  leave  be/i\nd? 

That’s  the  problem  we’re  facing  with  childhood  leukemia.  Thanks  to  research,  7 out  of  10  kids 
with  leukemia  will  survive.  But  3 won’t.  That’s  unacceptable.  To  their  families.  To  us.  And  to  you.  Help  us 
reach  our  goal.  Support  the  Leukemia  Society  of  America’s  Cure  2000  campaign.  If  you  or  someone 
in  your  family  needs  help,  call  the  Leukemia  Society’s  toll-free  resource  line  at  1 -800-955-4LSA. 
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Chronic  Cavitaiy  Pulmonary 
Sporotrichosis:  Efficacy  of  Oral 
Itraconazole 

Jesus  Ramirez,  MD;  Ryland  P.  Byrd,  Jr,  MD;  Thomas  M.  Roy,  MD 


The  small  number  of  patients  suffering  from 
pulmonary  involvement  with  Sporothrix  schenckii 
has  prevented  prospective  controlled  studies  that 
could  determine  the  optimal  therapy  for  this  chronic 
infection.  The  clinician  s ability  to  determine  the  best 
medical  treatment  for  chronic  cavitary  pulmonary 
sporotrichosis  is  also  tempered  by  the  limited  use  of 
newer  azole  antifungal  agents  in  this  disorder  as 
well  as  the  relative  lack  of  efficacy  reported  with 
older  therapies.  We  present  a 50-year-old  male  with 
primary  pulmonary  sporotrichosis  whose  chronic 
cavitary  disease  responded  to  oral  itraconazole. 


Sporothrix  schenckii  is  a dimorphic  saprophytic 
fungus  with  a worldwide  distribution.  It  can  be 
isolated  from  soil,  plants,  moss,  and  thorny 
bushes.  Pulmonary  infection  with  Sporothrix 
schenckii  is  rare  and  occurs  by  direct  inhalation  or 
aspiration  of  conidia.  Involvement  of  the  respira- 
tory system  from  disseminated  lymphocutaneous 
infection  accounts  for  only  10%  of  pulmonary  dis- 
ease caused  by  sporotrichosis.’  Despite  the  chronic 
nature  of  the  pulmonary  lesion,  treatment  is  indi- 
cated due  to  the  possibility  of  death  and  the  proba- 
bility of  ongoing  lung  destruction. 

Because  the  medical  management  of  chronic 
cavitary  sporotrichosis  with  traditional  antifungal 
agents  has  been  unsatisfactory,’’^  surgical  resection 
is  generally  considered  the  most  effective  treat- 
ment. However,  fully  one  half  of  patients  with  pul- 
monary sporotrichosis  have  some  impairment  of 
host  defenses  and  surgery  is  not  always  a realistic 
option.  The  introduction  of  newer  antifungal  agents, 
the  imidazoles,  has  offered  a unique  opportunity  to 
employ  daily  oral  therapy.  An  earlier  case  report 
recounted  that  itraconazole  successfully  cured  a 
patient  with  pulmonary  sporotrichosis.^  We  report 
a second  patient  with  chronic  cavitary  sporo- 
trichosis who  was  treated  with  oral  itraconazole  and 
achieved  clinical  and  radiographic  cure. 


Case  Report 

A 50-year-old  male  was  referred  for  evaluation  of 
weight  loss,  hemoptysis,  and  a left  upper  lobe 
cavity.  The  left  upper  lobe  cavity  had  first  been 
noted  3 years  previously.  No  diagnosis  had  been 
made  despite  three  bronchoscopic  investigations. 
PPD  had  been  negative  on  several  occasions.  He 
did  poorly  and  suffered  a 30  pound  weight  loss 
despite  intermittent  long  term  treatment  with  var- 
ious antibiotics.  His  hemoptysis  began  3 months 
prior  to  our  evaluation  and  had  progressed  to 
expectoration  of  approximately  2040cc  of  bright 
red  blood  per  day.  He  denied  nausea,  vomiting, 
diarrhea,  shortness  of  breath,  fevers,  chills,  or  night 
sweats  during  his  illness.  He  denied  having  a rash 
or  enlarged  and  tender  lymph  nodes.  He  admitted 
to  no  risk  factors  for  human  immunodeficiency 
virus  infection  (HIV). 

His  past  history  was  significant  for  a partial 
gastrectomy  for  peptic  ulcer  disease  and  chronic 
obstructive  pulmonary  disease  (COPD)  from 
tobacco  use.  He  had  worked  for  12  years  as  a land- 
scaper until  he  became  disabled  due  to  chronic 
fatigue.  He  did  not  use  alcohol. 

The  patient  was  afebrile  and  his  vital  signs 
were  normal.  The  patient  was  thin.  There  was 
decreased  fremitus  and  increased  resonance 
anteriorly  in  the  left  upper  lung  field.  Crackles 
were  present  in  this  area.  There  was  a well  healed 
midline  abdominal  surgical  scar.  The  remainder  of 
his  physical  exam  with  particular  attention  to  the 
skin  and  lymph  nodes  was  normal. 

The  patient  had  a mild  normocytic,  normo- 
chromic anemia  with  a hemoglobin  and  hemato- 
crit of  1 1.0  g/dl  and  33%,  respectively.  His  white 
blood  cell  count  and  differential  were  normal.  His 
serum  biochemical  survey  and  electrolytes  were 
normal.  His  sedimentation  rate  was  elevated  at  79 
mm/hr.  HIV  titer  was  negative.  A PPD  was  non- 
reactive. PA  and  lateral  chest  radiographs  docu- 
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Chronic  Cavitary  Pulmonary  Sporotrichosis 


Fig  2 — CT  scan  of  the  chest  demonstrating  a left  upper  lobe  cavity  surrounded  by  an 
infiltrate. 


mented  a large  thick  walled  cavity  in  the  left  upper 
lobe  (Fig  1).  Computerized  tomography  confirmed 
the  chest  roentgenogram  findings  (Fig  2). 

Sporotrichum  titer  by  complement  fixation 
was  positive  at  1:80  in  our  infectious  disease  labor- 
atory and  subsequently  by  our  regional  reference 
laboratory.  All  other  fungal  serology  was  negative. 


The  patient  refused  bronchoscopy  and  surgery. 
Sporothrix  schenkii  was  cultured  from  induced 
sputum. 

The  patient  showed  gradual  and  progressive 
improvement  when  oral  itraconazole  was  started 
at  400  mg/day  in  divided  doses.  He  gained  20 
pounds  of  weight,  his  level  of  energy  improved, 
and  his  hemoptysis  resolved.  His  hemoglobin 
increased  to  14.1  mg/dl  and  his  sedimentation  rate 
returned  to  normal.  After  1 year  of  itraconazole, 
the  left  upper  lobe  cavity  regressed  in  size  and 
became  thin  walled.  His  sporotrichosis  titers 
returned  to  normal  over  9 months.  He  completed 
12  months  of  daily  therapy  without  side  effects.  He 
has  not  shown  any  evidence  of  relapse  in  the  12 
month  period  following  discontinuation  of 
itraconazole. 


Discussion 

Primary  pulmonary  sporotrichosis  and  pulmonary 
involvement  with  systemic  infection  are  rare 
occurrences  with  less  than  150  reported  patients.^ 
Almost  all  of  these  individuals  lived  in  the  United 
States.  Approximately  73%  of  the  patients  diag- 
nosed with  pulmonary  sporotrichosis  have  resided 
in  the  states  bordering  the  Mississippi  and  Missouri 
rivers.'  Patients  rarely  present  before  age  30  or  after 
age  60  and  the  average  age  of  patients  with  pulmo- 
nary sporotrichosis  is  46  years.  The  6 to  1 male  pre- 
dominance in  this  disease  may  reflect  a gender  bias 
towards  activities  or  environments  where  the  fun- 
gus is  aerosolized.'  Over  one  half  of  these  patients 
have  some  impairment  of  host  defenses  such  as 
diabetes  mellitus,  COPD,  and  alcoholism.'  ® Al- 
though cutaneous  and  disseminated  sporotrichosis 
have  occurred  in  patients  with  the  acquired  im- 
munodeficiency syndrome  (AIDS),^  pulmonary 
infection  has  been  rare  in  this  population.® 

The  roentgenograph ic  findings  of  pulmonary 
sporotrichosis  may  include  interstitial  and  nodular 
infiltrates,  consolidation,  and  tracheobronchial 
lymphadenopathy,'  ® ®'®  but  two  thirds  of  the  patients 
present  with  an  upper  lobe  cavity  that  is  confined 
to  one  lung.  These  cavities  are  generally  irregular, 
thin  walled  and  surrounded  by  an  infiltrate.®  Fluid 
within  the  cavity  is  extremely  rare  as  are  pleural 
effusions.®  There  is  a single  report  of  empyema  due 
to  sporotrichosis.'® 

Chronic  cavitary  pulmonary  sporotrichosis  has 
not  responded  well  to  traditional  medical  therapy. 
While  SSKl  is  effective  in  cutaneous  disease  and 
may  be  effective  in  non-cavitary  pulmonary  infec- 
tion, it  is  not  effective  in  the  treatment  of  cavitary 
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pulmonary  sporotrichosis  having  a success  rate  of 
only  1 patient  out  of  14. The  cure  rate  of  pul- 
! monary  sporotrichosis  with  intravenous  ampho- 
tericin B ranges  from  35%  to  50%. Moreover, 
Sporothrix  schenckii  organisms  have  been  identi- 
fied that  are  resistant  to  amphotericin 

The  newer  azole  antifungal  agents  have  also 
failed  to  successfully  treat  pulmonary  sporotricho- 
[i  sis.'’^’^  These  antifungal  agents  exhibit  fungistatic 
activity  through  the  inhibition  of  ergosterol  biosyn- 
: thesis,  which  is  a vital  component  of  fungal  cell 

membranes.  Ketoconazole  (an  imidazole)  was  the 
I first  to  become  available  in  the  United  States  but 
has  been  found  to  be  the  less  effective  on  altering 
the  sterol  content  of  four  strains  of  the  fungus 
Cryptococcus  neoformans  than  the  triazole,  itra- 
conazole.'^ Similar  studies  have  not  to  our  know- 
ledge been  preformed  on  S schenckii.  Fluconazole 
has  been  tried  without  success  in  three  patients 
with  pulmonary  sporotrichosis.'"' 

Itraconazole  is  possibly  more  effective  due  to 
its  high  lipophilicity  and  efficient  fungal  pene- 
tration.'^ Cutaneous,  lymphangitic,  osteoarticular, 
and  non-pulmonary  disseminated  infections  with  5 
schenckii  have  all  been  effectively  treated  with 
I itraconazole.®  '^  '®  A cure  was  achieved  in  one 
previous  patient  with  chronic  cavitary  pulmonary 
I sporotrichosis.®  In  another  study,  three  patients 
I with  pulmonary  sporotrichosis  were  treated  with 
itraconazole."*  One  patient  completely  responded 
to  therapy,  another  relapsed  after  his  initial  18 
I month  course  of  itraconazole  at  400  mg  per  day, 

I and  the  third  patient  failed  to  respond  at  all. 

! Unfortunately,  the  characteristics  of  the  infection 
I and  its  radiographic  findings  were  not  docu- 
mented in  this  report  and  we  cannot  be  sure  that  a 
patient  with  chronic  cavitary  sporotrichosis  was 
treated. 

Based  on  our  patient  and  the  limited  data 
available,  oral  itraconazole  appears  to  be  at  least 
as  effective  in  the  treatment  of  chronic  cavitary 
pulmonary  sporotrichosis  as  intravenous  ampho- 
tericin B.  Importantly,  itraconazole  has  the  advan- 
tages of  an  oral  route  of  administration  and  safer 
toxicity  profile.'®  Individuals  with  local  cavitary 
pulmonary  sporotrichosis  who  are  good  surgical 
candidates  should  undergo  complete  surgical 
resection.  The  combination  of  complete  surgical 
resection  and  amphotericin  B has  achieved  the 
most  favorable  results  with  cure  rates  of  70%  to 
80%.'’2''7 

Resection,  however,  is  not  always  feasible, 
especially  in  patients  with  COPD  and  compro- 
mised lung  function.  Oral  itraconazole  therapy 
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should  be  considered  in  this  circumstance. 
Patients  who  are  not  surgical  candidates  might 
benefit  from  daily  oral  itraconazole  for  1 to  2 years. 
Until  the  efficacy  of  itraconazole  can  be  tested  on 
additional  patients,  intravenous  amphotericin  B 
should  remain  the  initial  therapy  for  the  patient 
who  is  seriously  ill.'®  In  the  patient  with  a more 
insidious  pulmonary  disease,  itraconazole  offers 
the  clinician  an  alternative  to  intravenous 
amphotericin  B.  The  exact  dosage  and  duration  of 
treatment  for  chronic  cavitary  sporotrichosis 
remain  to  be  elucidated. 
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ARTICLE 


Financial  Planning  Considerations 
at  Retirement 

By  Robert  J.  Cole,  Jr,  CLU,  ChFC,  CFP 


The  process  of  retirement  planning  is  a difficult 
one  for  a physician.  The  Planning  process  should 
address  the  areas  of  Investment  Planning,  Estate 
Planning,  and  Risk  Management.  This  article 
examines  each  of  these  dimensions  with  special 
emphasis  on  Modern  Portfolio  Theory  as  the  basis 
for  investment  planning. 


Popular  Myths 

There  are  several  popular  myths  that  many 
people  mistake  as  accurate.  Like  all  myths, 
these  contain  some  portion  of  truth  but  sim- 
plify what  is  a typically  complex  issue.  A good 
example  of  this  is  “An  apple  a day  keeps  the  doc- 
tor away”;  or  another  one  is  “If  1 ignore  the  pain,  it 
will  go  away”;  and  finally,  my  favorite  one  is  “1  can 
do  my  own  financial  planning.”  The  purpose  of 
this  article  is  to  address  some  of  the  truths  that  are 
necessary  in  order  to  understand  the  financial 
planning  steps  that  need  to  be  taken  as  one 
approaches  retirement. 

The  Planning  Process 

The  first  step  in  the  process  is  to  estimate  your 
retirement  income  needs.  In  order  to  accomplish 
this  there  are  four  assumptions  that  have  to  be 
made.  First,  you  need  to  estimate  your  current 
standard  of  living  or  said  another  way,  how  much 
money  do  you  spend  each  month  now  and  what 
adjustments  do  you  feel  will  be  made  after  you 
retire?  Second,  what  rate  of  return  will  you  earn  on 
your  investment  assets?  Third,  what  is  the  inflation 
assumption?  And,  finally,  what  is  the  life  expec- 
tancy of  the  parties  involved?  It  is  critically  impor- 
tant that  you  give  sound  thought  to  these  four 
assumptions.  There  are  many  popular  software 
programs  that  will  make  retirement  calculations, 
but,  without  an  accurate  accounting  of  each  of 
these  assumptions,  the  output  of  these  programs  is 
fairly  meaningless. 


Certainly  one  of  the  most  important  compo- 
nents of  this  process  is  a full  scale  review  of  your 
investment  plan.  This  involves  taking  a strict 
inventory  of  your  current  working  assets.  By  work- 
ing assets  we  mean  assets  that  can  produce  reve- 
nue for  you  to  live  on  during  your  lifetime.  Typical 
sources  of  these  assets  are  retirement  plans  and 
individual  investments. 

Risk  Assessment 

Once  this  accounting  is  completed,  it  is  necessary 
for  you  to  assess  your  risk  tolerance.  This  is  a fairly 
complicated  procedure  and  myths  abound  in  this 
area.  Risk  is  an  interesting  concept.  Most  people 
feel  that  risk  means  losing  your  principal. 
However,  it  is  clear  with  today’s  long  lifestyles  that 
the  real  risk  is  not  losing  your  principal  but  out- 
living your  principal.  Many  people  use  antiquated 
guidelines  for  developing  the  risk  level  in  their 
portfolio  based  on  past  experience,  which  in  many 
cases  no  longer  applies  in  today’s  environment. 
There  are  several  risk  assessment  tools  available 
today.  Table  1 shows  a simple  approach.  By 
totaling  your  preferences  you  can  decide  how  to 
allocate  your  assets  among  the  three  basic  asset 
classes.  Money  Market,  Fixed  Income,  and 
Equities. 

One  of  the  most  accepted  approaches  to  risk 
management  is  called  Modern  Portfolio  Theory. 
This  is  the  philosophy  set  forth  by  Harry  Markowitz 
in  the  late  50s.  Under  this  approach,  a person 
assesses  their  risk  tolerance  (as  measured  by  the 
standard  deviation)  for  various  asset  classes,  then 
combines  these  classes  in  a mathematically  con- 
structed model  designed  to  maximize  the  return 
while  minimizing  the  fluctuation.  Fig  1 shows  the 
risk  and  return  history  of  several  basic  asset  classes 
over  the  last  20  years.  As  you  can  see,  there  is  a 
direct  relationship  between  the  amount  of  risk 
involved  and  the  rate  of  return  that  you  earn.  The 
question  is  how  much  to  put  in  each  asset  class? 
This  is  where  portfolio  optimization  can  assist  you. 
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Table  1.  The  Portfolio  Allocation  Scoring  System  (PASS) 


Investment  Objective 

Most 

Very 

Some 

Little 

None 

Total  Score 

Money  market/Fixed  income/Equities 

1 . High  long-term  total  return 

5 

4 

3 

2 

1 

35 

5/5/90 

2.  Long-term  capital  gains  potential 

5 

4 

3 

2 

1 

29-34 

10/10/80 

3.  Tax  advantages 

5 

4 

3 

2 

1 

23-28 

20/20/60 

4.  High  current  income 

1 

2 

3 

4 

5 

17-22 

30/30/40 

5.  Low  total  return  fluctuation 

1 

2 

3 

4 

5 

11-16 

40/40/20 

6.  Low  single-period  loss  probability 

1 

2 

3 

4 

5 

7-10 

50/40/10 

7.  High  degree  of  liquidity 

1 

2 

3 

4 

5 

Portfolio  Optimization 


Pension  Assets 


The  concept  of  portfolio  optimization  uses 
computer  prototypes  to  develop  a model  that  is 
most  likely  to  produce  the  rate  of  return  for  the 
stated  risk  level  that  you  are  willing  to  take.  The 
beauty  of  this  particular  approach  is  its  simplicity. 
Once  the  proper  percentages  have  been  estab- 
lished, the  model  produces  several  statistical  guide- 
lines for  the  selection  of  the  underlying  investments. 
The  common  way  to  implement  this  approach  is  to 
use  mutual  funds.  By  carefully  selecting  the  mutual 
funds  that  meet  the  statistical  criteria  developed  for 
each  asset  class  in  the  model,  you  can  increase  the 
probability  that  you  will  meet  your  target  rate  of 
return.  Another  advantage  under  this  approach  is 
that  one  can  ignore  the  requirements  that  individ- 
ual stocks  impose  on  an  investment  program, 
namely  timing.  You  let  the  mutual  fund  manager 
make  those  decisions  and  simply  track  his  or  her 
performance.  The  typical  holding  period  for  this 
asset  allocation  model  is  5 years. 


Another  critical  decision  that  faces  the  physician 
at  retirement  is  how  to  take  distributions  from  his 
retirement  plans.  This  is  a very  complicated  field 
and  yet  many  people  approach  the  decision 
process  rather  casually.  When  you  consider  the 
fact  that  this  is  normally  the  largest  single  asset  in 
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Once  these  steps  are  completed,  it  is  only  nec- 
essary once  a year  to  take  a look  at  your  current 
portfolio  and  see  how  the  percentages  of  the  port- 
folio compare  to  your  target  percentages.  If  a 
certain  sector  of  the  portfolio  has  grown  by  more 
than  5%  it  is  imperative  to  sell  assets  in  that  class 
and  redistribute  the  funds  amongst  the  other  asset 
classes  until  you  return  to  your  original  asset  allo- 
cation model.  This  process  preserves  the  risk  level 
set  in  the  prototype.  We  prefer  the  use  of  no-load 
funds  since  they  minimize  the  transaction  costs 
involved  in  annual  reallocation.  You  should  also 
evaluate  each  fund’s  relative  performance  and 
investment  style  to  assure  that  you  still  have  the 
best  possible  choice. 
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Financial  Planning  Considerations  at  Retirement 


your  estate,  it  would  make  sense  that  there  should 
be  some  planning  done  before  the  distribution  is 
required.  Taxes,  both  income  and  estate,  play  a 
major  role  in  this  decision  process. 

The  first  decision  is  whether  to  take  a direct 
rollover  to  an  IRA  or  to  take  a lump-sum  distri- 
bution and  take  advantage  of  special  averaging 
rules.  IRAs  are  taxed  differently  than  qualified 
retirement  plans,  and  as  such,  careful  considera- 
tion should  be  given  not  only  to  the  needs  of  the 
retiree  but  also  to  the  needs  of  the  beneficiaries 
before  a particular  approach  is  selected.  Minimum 
distributions  (which  are  required  around  the  age 
of  YO'/z)  add  a third  dimension  to  this  confusing 
process.  There  are  three  methods  for  calculating 
minimum  distributions  and  each  of  them  have 
considerable  financial  planning  consequences, 
both  in  the  income  tax  area  and  in  the  investment 
area.  The  selection  of  the  proper  one  requires  a 
review  of  all  the  planning  objectives,  not  just  the 
investment  goals. 

Risk  Management  Considerations 

It  is  normally  at  retirement  that  one  makes  several 
final  decisions  concerning  their  insurance  cover- 
ages. This  involves  both  medical  insurance  and  life 
insurance.  A careful  review  of  one’s  estate  objec- 
tives should  give  an  indication  as  to  how  these 
insurance  coverages  fit  into  one’s  overall  plan.  It 
may  be  time  to  consider  a life  insurance  trust. 
Finally,  one  should  review  their  current  wills  and 
trusts  to  see  if  any  changes  are  necessary  in  light 
of  the  movement  into  the  retirement  phase. 

If  you  retire  before  eligibility  for  Medicare  and 


are  currently  covered  under  a group  plan,  COBRA 
may  offer  an  opportunity  to  meet  your  medical 
insurance  needs.  Once  you  become  eligible  for 
Medicare,  a good  Medicare  supplement  policy  is 
advisable.  Typically  long-term  care  coverage 
(nursing  home  insurance)  is  an  issue  if  your  estate 
is  less  than  $4  million.  Because  of  the  many 
different  options  that  are  available  under  these 
plans,  it  is  necessary  to  take  a studied  look  before 
making  a decision. 

Summary 

Retirement  can  be  an  emotionally  difficult  transi- 
tion. Because  one  makes  choices  during  this 
period  of  time  that  could  affect  the  balance  of  his 
or  her  lifetime,  it  is  important  that  one  carefully 
consider  each  of  the  components  of  their  financial 
picture  in  order  to  make  the  best  possible  decision. 
Because  of  the  magnitude  of  the  retirement  deci- 
sions, it  is  imperative  that  each  of  these  decisions 
is  integrated  so  that  an  overall  plan  can  be  devel- 
oped and  used  as  a guideline  for  the  balance  of 
one’s  life.  After  all  this  is  completed,  one  should 
be  able  to  look  forward  to  a fruitful  and  enjoyable 
retirement  period  that  he  or  she  has  worked  so 
hard  to  accomplish. 


The  above  article  has  been  summarized  from  a 
presentation  given  by  Mr  Cole  at  the  Kentucky 
Medical  Association  Seminar  "Gearing  Up  for 
Retirement, " presented  in  April  of  1 997.  Mr  Cole 
is  president  of  Financial  Architects,  Inc,  a fee- 
based  financial  planning  firm. 
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Telemedicine 


Our  professors  and 
predecessors  showed  us 
how  laying  on  of  the  hand, 
touching  and  listening,  were 
paramount  talents,  and  that 
clinical  judgement  came  with 
experiencing  the  intimate 
doctor-patient  relationship. 
How  do  we  equate  this  style 
of  medicine  with  the  next 
generation  of  electronic 
wizardry?’’ 


Telemedicine  is  here,  the  tools  for  its 
implementation  are  evolving,  and 
now  we  must  consider  the  side 
effects.  Have  a telephone,  even  with 
basic  service,  and  the  information  will 
start  to  flow  with  ease.  Better  with  a 
modem,  connect  to  the  Internet  or 
directly  to  the  source,  and  let  the 
downloading  begin.  Face  the 
television,  monitor  to  the  computer 
literate,  and  the  visual  conduction 
comes  through  with  colorful  impact. 
Add  the  microphone,  some  fair 
speakers,  and  the  only  thing  missing  is 
the  initial  palpable  handshake,  since 
the  mere  connection  in  computer  lingo 
is  an  electronic  handshake. 

Now  comes  the  rub.  What  are  the 
rules,  who  makes  them,  and  who  can 
enter  the  playing  field?  My  latest 
Kentucky  Licensure  Board  minutes 
detail  some  work  already,  with 
committee  and  personnel  being 
appointed  and  charged  with  deciding 
the  qualihcations.  Determining 
credentials  can  be  burdensome  for 
those  sitting  in  judgement  of  those  who 
want  to  practice  telemedicine,  since 
little  information  is  available  about 
exactly  what  and  where  this  will  take 
place.  These  frontiersmen  in  medicine 
can  be  pioneers,  pathfinders  who 
invent  and  construct  the  road  that 
others  will  follow.  Some  may  not  be 
wholly  benevolent,  seeing  financial 
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and  entrepreneurial  possibilities, 
instead  of  purely  making  progress.  Our 
professors  and  predecessors  showed  us 
how  laying  on  of  the  hand,  touching 
and  listening,  were  paramount  talents, 
and  that  clinical  judgement  came  with 
experiencing  the  intimate  doctor- 
patient  relationship.  How  do  we  equate 
this  style  of  medicine  with  the  next 
generation  of  electronic  wizardry? 

Is  it  for  the  patient’s  welfare?  This 
basic  question,  along  with  “Do  no 
harm!”  should  be  a guide.  Those  of  us 
asked  to  evaluate  whether  a new 
service,  or  some  practitioner  using 
these  tools,  should  be  accepted,  have 
to  bear  in  mind  those  questions  and 
demands.  As  telemedicine  impacts  our 
practices  and  patients  experience  what 
has  taken  place,  we  should  carefully 
document  these  results  and  forward 
this  information  to  the  proper 
authorities.  The  appropriate  state  and 
national  boards,  traditionally  watching 
what  their  members  do  and  desire, 
would  also  be  good  references. 

Progress  should  be  encouraged, 
but  considered  for  what  it  brings  and 
leaves  behind.  Our  medicine  will  never 
be  the  same,  and  we  do  not  want  it  to 
be.  We  do  want  our  medicine  to  be 
better,  and  that  should  be  the  goal  of 
telemedicine  as  well. 

Stephen  Z.  Smith,  MD 
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Aroona  Dave 


Kentucky  Medical 
Association  Alliance 


This  year  our  75th  Annual 

Convention  is  very  special  because 
members  of  the  Hopkins  County 
Medical  Alliance  are  working  diligently 
to  make  it  very  enjoyable  and  memor- 
able for  all  of  you. 

This  is  our  75th  Annual 
Convention.  We  will  be  installing  our 
74th  President,  Jan  Crase  (Mrs  James) 
and  entering  the  76th  year.  You  say, 
“Hey,  these  numbers  don’t  match!” 
Well,  1 agree,  but  our  first  President, 

Mrs  Graham  Laurence,  and  second 
President,  Mrs  Van  Albert  Stiley  (May) 
served  two  years  each  in  a row. 

They  served  the  Alliance  in 
dignity,  integrity,  and  great  pride.  1 
applaud  them  and  all  those  Presidents 
who  came  before  me. 

Annual  Convention  is  the  time 
when  we  reward  ourselves  for  all  the 
accomplishments  of  the  year.  It  is  a 
forum  to  address  Amendments  to  our 
Bylaws/Policies  that  will  help  our  future 
leaders  implement  them  and  run  the 
organizational  affairs  smoothly. 

It  is  the  time  to  take  a stand  on 
current  health  issue  legislation  by 
adopting  resolutions.  It  is  the  time  for 
networking  with  others  across  the  state, 
a time  to  rekindle  old  friendships,  and 
for  rejoicing  our  75  years  of  Excellence. 

We  are  the  Proactive  Volunteer 
Voice  of  Kentucky  Medical  Association. 
It  also  happens  during  this  month 
when  doctors  across  the  states  and 
nation  are  being  honored.  Their 


excellence  in  health  care  delivery  to 
children  and  to  the  families  is  being 
celebrated  in  many  ways  on  March  30, 
1998.  March  is  also  Medical  Alliance 
Month,  during  which  we  reflect  upon 
all  our  Projects/Programs. 

So,  1 personally  welcome  you  to 
the  Celebration  of  75  Years  of  Kentucky 
Medical  Association,  Alliance’s  Annual 
Convention: 

April  20-22,  1998 
(Monday-Wednesday) 
at  Day’s  Inn 
1900  Lantaff  Boulevard 
Madisonville,  KY  42431 
Telephone:  502-821-8620 
Fax:  502-825-9282 
(Day’s  Inn  is  located  at  Exit  44, 
Pennyrile  Parkway) 

Advance  Reservations  are 
required  and  highly  recommended 
for  ALL  MEMBERS! 

For  complete  reservation  for  the 
Hotel  and  Convention  Registration, 
please  look  for  Blue  Grass  News 
coming  to  you  soon. 

Please  come  and  join  us. 

Fondly, 


jnrbC\/]fL^ 

Aroona  Dove 
KMAA  President 
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DAY'S  INN  — MADISONVILLE 


Sunday,  April  19 


6:00-9:00  pm 

Hospitality  Suite 

Monday,  April  20  (Day’s  Inn) 

7:30  am-5:00  pm 

Hospitality 

8:00  am-4,'00  pm 

Registration 

9:00  AM- 12:00  noon 

Basket  Silent  Auction 

9:00  AM- 12:00  noon 

Committee  Meetings 

12:00  NOON- 1:00  pm 

LUNCHEON  & HOSPITALITY 

2:00-3:00  pm 

TRANSITION  FOR  OFFICERS/CHAIRMEN 

3:00-4:00  pm 

Pre-Convention  Board  Meeting 

5:30  PM 

RECEPTION  & DINNER  (to  honor  1997-98  Board  of  Directors  & County 
Presidents-Elect) 

At  the  home  of  Dr  & Mrs  James  Donley, 

520  Logo  Drive,  Madisonville,  KY  42431 

AT  HEALTH  TECHNOLOGY  CENTER  — MADISONVILLE 

7:30  am-9:00  pm 

MEDIA  VIOLENCE 

(CME/Staff  Development  Credit  Available) 

Dr  David  Walsh* 

Delegates  & Guests 
Area  Health  Coordinators 

Tuesday,  April  21  (Day’s  Inn) 

Basket  Silent  Auction  continues 

7:00  AM 

Hospitality 

7:00-8:00  am 

Registration 

8:00-11:30  AM 

House  of  Delegates 

11:30-1:00  PM 

Past  Presidents  Luncheon 
Special  Presentations 
75th  Anniversary 

1:00-4:00  pm 

Tour  of  Adsmore,  Princeton,  KY 

6:00  PM 

Reception  at  The  Loft  for 
President-Elect,  Jan  Crase  (James) 
and  1998-1999  Board 

6:30  PM 

Dinner,  Installation  of  Officers,  Entertainment, 
celebration  of  75th  Birthday 

9:00-10:30  PM 

Hospitality 

Wednesday,  April  22  (Day’s  Inn) 

8:30  AM 

Continental  Breakfast 

Post  Convention  Board  Meeting 

*Dr  Walsh  is  the  president  and  founder  of  the  National  Institute  on  Media  and  the  Family.  In  keynote  speeches  throughout 
the  United  States,  as  author  of  Selling  Out  America’s  Children  (Fairuiew  Press,  1994)  and  the  American  Medical  Association 's 
Physician  Guide  to  Media  Violence  (AMA,  1996),  and  as  the  leader  of  hundreds  of  community  discussions.  Dr  Walsh  has 
gathered  together  the  forces  of  many  diverse  organizations  and  spawned  a vigorous  national  dialogue  on  the  issue  of 
violence  in  the  media. 


KMA  JOURNAL  ■ VOL  96  ■ MARCH  1998 


111 


ASSOC 


1997-98 

New  Officers’  Profiles 


During  the  1997  KM  A Annual  House  of  Delegates  meeting  held 
in  Louisville,  three  new  officers  were  elected  to  serve  on  the 
Board  of  Trustees.  KMA  congratulates  these  members  on  their 
election  and  thanks  them  for  their  valuable  leadership. 


I A T I O N 


Robert  C.  Hughes,  MD 

First  District  Trustee 


Aboard  certified  family  physician  practicing  in  Murray,  Dr 
Hughes  was  elected  to  serve  a 3-year  term  as  First  District 
Trustee. 

Dr  Hughes  began  his  long  association  with  KMA  while  in 
medical  school  by  serving  on  KMA’s  Emergency  Medicine 
Committee  and  the  Committee  to  Investigate  Changing  Trends 
in  Medicine.  During  that  time,  he  also  helped  organize  the 
original  Resident’s  Physician  Section  of  KMA.  An  active  KMA 
member  since  1983,  Dr  Hughes  served  several  terms  as  a KMA 
Delegate  and  as  an  Alternate  First  District  Trustee  in  1996-97. 
Current  obligations  include  the  KEMPAC  Board,  Medicaid 
Managed  Care  and  State  Legislative  Activities  Committees. 
Professional  affiliations  include  American  Academy  of  Family 
Physicians  and  the  Southern  Medical  Association.  He  has  been 
a member  of  the  Calloway  County  Board  of  Health  since  1984, 
Chairman  of  the  Department  of  Medicine  at  Murray-Calloway 
County  Hospital  since  1993,  and  has  served  as  a volunteer 
Assistant  Clinical  Professor  at  both  the  University  of  Louisville 
and  University  of  Kentucky  medical  schools  since  1989. 

A native  of  Martin,  Kentucky,  Dr  Hughes,  42,  completed 
his  bachelor’s  degree  at  Transylvania  University  in  1977  and 
earned  his  MD  from  U of  L in  1981.  Following  an  internship  in 
the  Department  of  Obstetrics  and  Gynecology  at  U of  L,  he 
completed  a residency  in  Family  Practice  in  1984. 

Dr  Hughes  is  married  to  Joyce  Marie  Hughes,  MD,  a pedi- 
atrician, and  they  are  the  parents  of  four  sons.  His  personal 
interests  and  hobbies  include  hunting,  politics,  and  reading. 
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John  M.  Patterson,  MD 

Seventh  District  Trustee 

Aboard  certified  urologist  in  private  practice  in  Frankfort, 
Dr  Patterson  was  elected  to  serve  a 3-year  term  as 
Seventh  District  Trustee. 

An  active  member  of  KMA  since  1987,  he  has  served 
continuously  as  a KMA  Delegate  from  Franklin  County  since 
1992  and  served  as  an  Alternate  Delegate  in  1995-97.  Dr 
Patterson’s  current  service  includes  membership  on  the 
Cancer  Committee  and  KMA  Membership  Task  Force  Commit- 
tee. He  is  a past  president  of  the  Franklin  County  Medical 
Society,  diplomate  of  the  National  Board  of  Medical  Exam- 
iners, Federal  Aviation  Medical  Examiner,  and  a fellow  of  the 
American  College  of  Surgeons.  Dr  Patterson  has  authored 
several  clinical  publications.  In  addition  to  his  many  contri- 
butions to  organized  medicine,  he  also  finds  time  to  be 
involved  in  several  community  and  civic  organizations. 

Dr  Patterson,  40,  earned  his  undergraduate  degree  in 
1979  and  medical  degree  in  1983  from  the  University  of  Ken- 
tucky College  of  Medicine.  He  continued  his  medical  educa- 
tion at  the  University  of  Kentucky  by  completing  a surgery 
internship  in  1984  and  a urology  residency  in  1988. 

He  is  married  to  Ann  Irvine  Pollock,  MD,  an  internist. 
They  have  one  daughter  and  two  sons,  and  make  their  home 
in  Frankfort.  Dr  Patterson’s  hobbies  include  restoring  and 
flying  airplanes. 


A T I O N 


Andrew  R.  Pulito,  MD 

Tenth  District  Trustee 

board-certihed  Lexington  surgeon.  Dr  Pulito  was  elected 
to  serve  a 3-year  term  as  Tenth  District  Trustee. 

An  involved  member  of  KMA  since  1979,  Dr  Pulito 
served  as  a KMA  Delegate  from  1988  to  1994  and  as  an 
Alternate  10th  District  Trustee  in  1995-97.  He  has  served  on 
numerous  KMA  committees  in  the  past,  and  current  obliga- 
tions include  service  on  the  KEMPAC  Board  of  Directors, 
Membership  Task  Force  Committee,  and  the  State  Legislative 
Activities  Committee.  Dr  Pulito,  a past  president  of  the  Fayette 
County  Medical  Society,  is  extensively  involved  in  several 
professional  and  civic  organizations  including  the  Surgical 
Section  and  Bioethics  Section  of  the  American  Academy  of 
Pediatrics,  fellowship  in  the  American  College  of  Surgeons, 
and  as  a member  of  the  Education  Committee  of  the  Ameri- 
can Pediatric  Surgical  Association.  He  is  a Professor  of  Surgery 
and  Chief,  Division  of  Pediatric  Surgery,  and  Vice-Chairman 
of  the  Department  of  Surgery  at  the  University  of  Kentucky 
College  of  Medicine. 

A native  of  New  York  City,  Dr  Pulito,  54,  earned  his 
undergraduate  degree  at  Holy  Cross  College  in  1965  and  MD 
from  Columbia  University  in  1969.  He  completed  an  intern- 
ship in  1970  and  a residency  in  surgery  in  1974  at  the  Univer- 
sity of  Virginia  Hospital.  Dr  Pulito  subsequently  completed  a 
residency  in  pediatric  surgery  at  Babies  Hospital,  Columbia- 
Presbyterian  Medical  Center  in  1976. 

Residents  of  Lexington,  Dr  Pulito  and  his  wife,  Evelyn,  are 
the  parents  of  a son  and  daughter. 
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Highlights  of 
AMA  House  of  Delegates 
1997  Interim  Meeting 


Previously,  each  member  of 
the  Kentucky  Delegation  to 
the  American  Medical 
Association  presented  a written 
report  on  a single  reference 
committee  in  each  month 
succeeding  the  meeting  of  the 
AAAA  House  of  Delegates.  To 
make  the  material  considered 
by  the  House  more  timely,  this 
report  is  being  given  which 
provides  highlights  of  all 
reference  committee  actions. 

Th  is  information  is  submitted 
through  the  resources  of  the 
Kentucky  Delegation. 

— Donald  C.  Barton,  MD 
Senior  AMA  Delegate 


Reference  Committee  on 

Constitution  and  Bylaws 

• The  House  of  Delegates  accepted  a 
Council  on  Ethical  and  Judicial 
Affairs  (CEJA)  recommendation  that 
physicians  not  sell  non-health 
related  goods  from  their  offices  or 
other  treatment  settings,  with  minor 
exceptions  relating  to  sale  of  low 
costs  products  as  part  of  community 
fund  raising  efforts. 

• The  House  also  accepted  CEJA 
recommendations  on  financial 
incentives  in  the  practice  of 
medicine  that  reaffirm  the 
physician’s  primary  obligation  to  the 
individual  patient  and  that  this 
obligation  must  override 
reimbursement  considerations. 
Physicians,  individually  or  through 
representatives,  should  evaluate 
hnancial  incentives  prior  to  entering 
into  any  contracts  to  ensure  that 
quality  is  not  compromised.  Patients 
must  be  informed  by  health  plans  of 
hnancial  incentives  that  could  affect 
their  level  of  care  and  physicians 
must  be  prepared  to  discuss  any 
hnancial  arrangements  with  their 
patients  that  could  affect  care. 

• The  House  adopted  policy  that 
patenting  naturally-occurring 
substances  is  not  unethical  per  se 
and  made  four  recommendations 
in  this  area. 

Reference  Committee  D 

• In  reviewing  a Council  on  Scientihc 
Affairs  Report  on  medical  use  of 
marijuana,  the  House  adopted  a 


strong  statement  on  the  sanctity  of 
physician-patient  communication. 
The  report  was  amended  to  call  for 
the  “free  and  unfettered  exchange 
of  information  on  treatment 
alternatives”  (not  restricted  to  issues 
of  medicinal  marijuana).  The  House 
also  spoke  overwhelmingly  in 
support  of  the  scientihc  study  of 
potential  medical  uses  of  marijuana, 
calling  for  the  NIH  to  facilitate 
controlled,  clinical  studies  on  its 
potential  use  for  AIDS  wasting 
syndrome,  cancer  cachexia,  nausea 
due  to  chemotherapy,  spasticity  and 
neuropathic  pain.  This  action 
rejected  calls  for  blanket  protection 
of  the  medicinal  use  of  marijuana. 

• The  House  restated  AMA  opposition 
to  any  civil  immunity  for  the  tobacco 
industry.  This  policy,  from  June  1997, 
is  based  on  overriding  concern  for 
the  health  of  the  public,  an  essential 
part  of  the  AMA’s  core  purpose. 

• The  House  acted  favorably  on 
several  other  public  health  issues, 
adopting  actions  that:  support 
National  Alcohol  Screening  Day  and 
encourage  physician  participation; 
support  improved  access  to 
chemical  dependency  treatment 
programs;  will  inform  physicians 
about  possible  abuse  of  dextro- 
methorpan;  will  seek  limits  on 
smoking  near  the  entrances  to  public 
buildings;  and  will  inform  physicians 
of  potential  misuse  of 
benzodiazepines,  particularly  as 
used  in  sexual  assault  cases. 

• The  House  emphasized  that  public 
health  efforts  must  be  grounded  in 
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science,  adopting  a report  of  the 
Council  on  Scientific  Affairs  on 
helmet  use  by  skiers  recommending 
that  the  AMA  not  support  mandatory 
helmet  use  given  the  lack  of 
evidence  on  their  value  and  cost 
effectiveness.  Similarly,  the  House 
called  for  study  of  the  effectiveness 
of  protective  gear  for  skateboarders 
and  in-line  skaters  prior  to  any 
mandate  for  its  use. 

Reference  Committee  F 

• The  House  adopted  detailed 
recommendations  of  a compre- 
hensive Board  of  Trustees  report 
on  AMA  corporate  relationships, 
including  13  “Principles  to  Guide 
Corporate  Relationships.”  This  report 
responded  to  AMA’s  agreement  with 
Sunbeam  Corporation  and 
subsequent  events.  It  outlines  the 
steps  taken  by  the  Board  to  ensure 
that  AMA  business  relationships  are 
appropriate  and  based  on  the  AMA’s 
vision.  The  House  also  received  a 
report  of  the  AMA  Board/Staff 
Liaison  Committee  on  AMA 
corporate  arrangements  and 
management  practices. 

• The  House  created  an  Ad  Hoc 
Committee  of  the  House  of 
Delegates  to  deal  with  any  items 
related  to  the  Sunbeam  arrangement 
not  fully  addressed  in  a September 
1997  “Counsel’s  Memo”  on  this 
matter,  with  a report  to  the  House 

at  its  June  1998  meeting.  The  House 
also  appointed  an  Ad  Hoc 
Committee  of  the  House  to  study 
the  structure,  governance,  and 
operations  of  the  House  and  the 
Board,  using  the  services  of  an 
independent  management  firm  to 
evaluate  key  internal  decision- 
making processes,  with  a report 
to  the  House  in  June  1998. 

• The  House  adopted  the  action- 
oriented  recommendations  in  a 
Board  of  Trustees  Report  that 
outlines  the  need  to  transform  the 
value  of  membership  in  organized 
medicine  and  outlines  needed 


House  actions.  The  House  also 
created  a new  House  of  Delegates 
Task  Force  on  Membership  that  will 
report  on  its  efforts  to  identify  and 
report  on  ways  to  increase 
recruitment  and  retention  of  AMA 
members  by  the  June  meeting  of  the 
House. 

Reference  Committee  G 

• The  AMA  adopted  major  new  policy 
on  two  approaches  increasingly  used 
to  influence  or  control  the  utilization 
of  health  services:  disease  manage- 
ment and  demand  management 
through  telephone  triage.  A Council 
on  Medical  Service  report  described 
similarities  and  differences  between 
these  approaches,  reviewed  their 
growth,  presented  evidence  on 
effectiveness,  and  established  19 
principles  that  should  apply  in  their 
operation. 

• In  response  to  concerns  over  the 
inappropriate  use  of  Milliman  & 
Robertson  Guidelines  by  managed 
care  plans  and  other  health  insurers, 
the  AMA  will  seek  the  cooperation  of 
the  National  Committee  for  Quality 
Assurance  in  studying  the  guidelines. 
In  addition,  the  AMA  will  continue  to 
provide  assistance  to  AMA  members 
who  report  problems  with  the 
inappropriate  use  of  Milliman  and 
Robertson  Guidelines. 

• The  House  adopted  policy  to 
continue  to  seek  enactment  of 
comprehensive  legislation  on  a wide 
range  of  patient  protection  and 
physician  fairness  issues,  such  as 
disclosure  of  health  plan  information 
to  enrollees  and  prospective 
enrollees,  utilization  review  and 
grievance  procedures,  due  process 
in  physician  selective  contracting 
decisions,  and  physician 
involvement  in  health  plan  policies. 
The  AMA  will  also  seek  elimination 
of  clauses  in  managed  care  contracts 
allowing  refusal  to  pay  for  covered 
services  solely  because  required 
notification  of  these  services  was  not 
reported  in  a timely  manner.  The 
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House  also  established  five  patient- 
focused  principles  for  development 
of  rural  community  health  networks. 

Reference  Committee  H 

• Responding  to  growing  concern 
about  provision  of  home  health 
services  and  the  need  for  greater 
physician  oversight  of  these  services, 
the  AMA  adopted  policy  to  inform 
physicians  of  their  responsibility  in 
certifying  home  health  services.  The 
AMA  will  also  urge  the  Health  Care 
Financing  Administration  to  clarify 
the  definition  of  homebound 
patients  and  simplify  the  forms 
required  for  certification  of  home 
health  care  services. 

• The  AMA  will  increase  its  efforts  to 
abolish  the  National  Practitioner 
Data  Bank,  a clearinghouse  of 
names  of  all  physicians  named  in 
malpractice  suits.  The  AMA  has  long 
opposed  the  use  of  this  data  as  many 
malpractice  suits  are  settled  out  of 
court  and  a final  adverse  action  has 
not  been  taken  by  a medical 
licensing  jurisdiction. 

• The  AMA  reaffirmed  support  for  the 
American  Medical  Accreditation 
Program  (AMAP),  calling  for 
medical  staffs  to  use  AMAP  as  the 
source  of  information  in  their 
appointment,  reappointment,  and 
credentialing  of  medical  staff 
members,  and  to  encourage  their 
members  to  become  AMAP 
accredited.  The  AMA  did,  however, 
also  acknowledge  and  apologize  for 
communication  problems  between 
AMAP  and  the  Federation  and  will 
direct  attention  to  improving 
communication  and  cooperation 
with  the  Federation. 

• The  AMA  will  study  the  new 
emergence  of  primary  care 
physicians  practicing  primarily 
in  hospitals,  or  “hospitalists” 
and  determine  ramifications  for 
continuity  of  care,  quality  of  care, 
the  physician/patient  relationship, 
and  overall  costs.  The  AMA  will  also 
study  how  primary  care  physicians 
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will  be  able  to  maintain  their  skills, 
full  scope  of  practice,  and  health 
plan  membership  if  this  trend 
continues. 

• Immediately  before  the  House 
meeting,  the  AMA  obt2uned  from 
HCFA  an  extension  of  the  grace 
period  for  enforcement  of  the 
ev2duation  and  management 
(E/M)  documentation  guidelines. 
Physicians  may  use  either  the  1994 
or  the  1997  version  of  the  guidelines 
until  July  1,  1998.  The  House  then 


adopted  policy  to  reduce  documen- 
tation requirement  burdens  for  E/M 
services,  ensure  that  documentation 
or  inadvertent  errors  in  the  patient 
record  that  do  not  meet  E/M 
guidelines,  does  not,  in  and  of  itself, 
constitute  fraud  or  abuse.  The  AMA 
will  also  facilitate  additional  review 
and  take  corrective  action  on 
excessive  content  of  the  guidelines 
and  work  to  suspend  implementa- 
tion of  all  single  system  examination 
guidelines  until  approved  by  the 


national  medical  specialty  societies, 
urge  HCFA  to  establish  a test  period 
for  the  guidelines  and  adopted 
policy  that  medical  documentation 
of  items  unrelated  to  the  care 
provided  (ie,  irrelevant  negatives) 
not  be  required.  In  another  coding- 
related  issue,  the  policy  was  adopted 
that  AMA  take  steps  to  ensure  that 
payers  do  not  bundle  services 
inappropriately  by  encompassing 
individually  coded  services  under 
other  separately  coded  services. 


WhUe  you’re  looking  out  for  your 
patients,  who’s  looking  out  for  you^ 

The  American  Medical  Association  (AMA),  in  partnership  with  state,  county,  and 
specialty  medical  societies,  works  to  assure  America’s  patients  receive  the 
world’s  highest  level  of  quality  care. 


• Speaking  out  for  patients  and  physicians  with  a single,  powerful  voice. 

• Continuously  advancing  the  art  and  science  of  medicine. 

• Constantly  promoting  the  highest  ethical,  educational,  and 
clinical  standards. 


As  a member  of  the  AMA,  you  can  add  strength  and  credibility 
to  our  ongoing  efforts  to  confront  today’s  most  critical  health 
care  issues. 


Give  Power  to  Your  Voice. 

Join  the  American  Medical  Association  today. 


Alone,  you  can  touch  a community.  Together,  we  can  change  a 
nation.  Join  or  renew  your  membership.  Contact  your  state  or 
county  medical  society  today! 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Bruce  A.  Scott,  MD,  a Louisville 
otolaryngologist,  is  seeking  a position 
on  the  AMA  Board  of  Trustees  in  a slot 
designated  for  a Young  Physician.  He 
currently  serves  as  the  sole  Delegate  to 
the  AMA  House  of  Delegates  from  the 
AMA  Young  Physicians  Section. 

Stephen  P.  Wright,  MD,  has  been 
named  Eastern  Kentucky  University’s 
1997  Outstanding  Alumnus.  He  is 
medical  director  of  Kosair  Children’s 
Hospital  in  Louisville. 

Ardis  D.  Hoven,  MD,  a past  president 
of  KMA  and  current  Delegate  to  the 
AMA  from  Kentucky,  is  running  for  a 
position  on  the  AMA  Council  on 
Medical  Service  \vhich  deals  with 
managed  care,  insurance,  and 
reimbursement  issues.  Dr  Hoven 
currently  serves  on  the  Practicing 
Physicians  Advisory  Council  to  HCFA 
as  a nominee  of  the  AMA. 

i 

■ Donald  C.  Barton,  MD,  Kentucky’s 
Senior  Delegate  to  the  AMA,  just 

' completed  a 2-year  term  as  Chair  of  the 
Southeastern  Delegation,  a coalition 

I of  13  states,  the  District  of  Columbia, 
and  Puerto  Rico.  During  his  tenure, 
the  Delegation  has  supported  three 
candidates  from  Kentucky  for  AMA 
positions. 

Will  W.  Ward,  Jr,  MD,  has  received 
an  Alumni  Service  Award  from  the 
University  of  Louisville.  A Louisville 
physician.  Dr  Ward  has  been  interested 
in  serving  the  needy  since  he  was  a 
medical  student  at  the  University.  His 
services  have  included  giving  charity 
care  at  the  Mission  House  and  co- 
founding the  Greater  Louisville 

I Organization  for  Health  Clinic. 
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Retention  of  Medical  Records 

KMA  continues  to  receive  numerous 
inquiries  on  how  long  medical  records 
should  be  retained  in  physician  offices. 
Retention  of  records  is  important 
because  federal  and  state  auditors  may 
want  access  to  records  going  back  as 
far  as  5 to  6 years.  Records  are  also 
important  in  liability  claims.  Physician 
offices  should  keep  the  following 
points  in  mind; 

1.  In  Kentucky,  anyone  may  sue  a 
physician  for  malpractice  one  year 
from  the  time  a problem  is  dis- 
covered. A problem  may  not  be 
discovered  until  many  years  after 
the  physician  performs  a procedure, 
so,  it  is  always  wise  to  maintain 
records  indefinitely.  Physicians 
should  consult  their  liability  carriers 
for  additional  advice. 

2.  If  physicians  do  not  want  to  maintain 
records  indefinitely,  they  should 
maintain  them  at  least  6 years 
because  that  is  the  statute  of  limita- 
tions on  prosecution  for  most  fraud 
and  abuse  cases. 

3.  Medicare  and  Medicaid  regulations 
require  that  records  be  kept  at  least 
5 years. 

Health  Payments  30  Days  Late? 

You  Have  Recaurse 

Kentucky  law  states  that  any  claim 
“arising  under  the  terms  of  any 
contract  of  insurance  shall  be  paid  to 
the  named  insured  person  or  health 
care  provider  not  more  than  thirty  (30) 
days  from  the  date  upon  which  notice 
and  proof  of  claim,  in  the  substance 
and  form  required  by  the  terms  of  the 
policy,  are  furnished  to  the  insurer.”  If  a 
plan  does  not  make  payment  within  30 
days,  interest  at  an  annual  rate  of  12% 
will  be  charged  on  the  amount. 

The  law  doesn’t  specify  whether 


O N 


this  right  to  payment  within  30  days 
can  be  contracted  away.  In  other 
words,  a health  plan  may  try  to  have  a 
physician  sign  a contract  that  specifies 
the  plan  may  pay  whenever  it  wishes 
relieving  them  from  the  obligation  to 
pay  within  30  days. 

A Plan  of  Action — 

• Inform  the  health  plan  in  writing 
that  you  have  not  received  payment; 
ask  them  why  and  point  out  that 
Kentucky  law  states  they  must  pay 
within  30  days  of  receipt  of  the 
claim.  You  may  also  want  to 
consider  telling  the  plan  you  intend 
to  contact  the  state  Insurance 
Commissioner  if  you  are  not  given 

a good  reason  for  the  nonpayment. 
Also  inform  them  Kentucky  law 
provides  that  you  are  to  receive  12% 
interest  on  the  amount.  Always  re- 
member, however,  that  the  plan  may 
be  able  to  terminate  you  from  the 
plan’s  panel  without  cause. 

• When  your  contract  with  the  plan 
comes  up  for  renewal,  consider 
placing  clauses  in  the  contract  that 
(1)  define  a “clean  claim,”  (2) 
clearly  state  the  plan  will  pay  interest 
if  the  payment  is  late  and  (3)  clearly 
state  the  plan  will  comply  with 
Kentucky  state  law  regarding  late 
payments. 

• Physicians  may  want  to  purchase  a 
rubber  stamp  citing  the  relevant 
Kentucky  law  on  late  payment  and 
stating  that  interest  will  accrue  on  the 
claim  if  not  paid  by  a specific  date. 


E & M Guideline  Extension 

HCFA  is  delaying  enforcement  of  the 
new  Evaluation  and  Management 
documentation  guidelines  until  July  1, 
1998.  While  the  continued  use  of  1994 
guidelines  will  be  accepted,  HCFA 
strongly  encourages  physicians  to 
begin  using  the  new  guidelines  now. 
The  new  guidelines  will  be  published 
in  the  Medicare  bulletin  and  are 
available  on  the  HCFA  Web  site: 
http://www.hcfa.gov. 


KMA  JOURNAL  ■ VOL  96  ■ MARCH  1998 


117 


o 


c 


/ 


A 


N 


ASS 


T I O 


NEW  MEMBERS 

Members  of  the  Kentucky  Medical 
Association  and  their  respective 
county  medical  societies  join  in 
welcoming  the  following  new  mem- 
bers to  these  organizations. 

Barren 

Kaukwok  Frederick  Ho  MD  — OPH 

102  B Lyon  Ave,  Glasgow  42141 
1982,  Washington  U,  St  Louis 

Boyd 

Cecilia  D Gaynor  MD  — ID 

2222  Winchester,  Ashland  41101 

1989,  U of  Cincinnati 

Boyle 

Colin  R Raitiere  MD  — FP 

109  Daniel  Dr,  Danville  40422 
1977,  U of  California,  San  Francisco 

Campbell 

Anthony  W Alvarez  MD  — P 

224  Grandview  Dr,  Ft  Mitchell  41017 

1990,  U of  Kentucky 

Christian 

Mohcunmad  Y Bhaghani  MD  — P 

108  Hunting  Creek  Ct,  Hopkinsville 
42240-4823 
1985,  Dow,  Pakistan 

Fleming 

Vicki  L Verburg  MD  — GP 

RR  1 Box  277,  Ewing  41039 

1991,  U of  Louisville 

Franklin 

Brenda  A Osborne  MD  — PD 

4 Physicians  Park,  Frankfort  40601 
1989,  U of  the  West  Indies,  Jamaica 

Fulton 

George  R Hand  MD  — IM 

300  N Highland  Dr,  Fulton  42041-1437 
1962,  U of  Autonomous  of  Neuvo  Leon, 
Mexico 


Jefferson 

Carla  Maria  Alcid  MD  — PD 

Division  Of  Pediatric  Emergency 
Medicine,  Louisville  40292 
1987,  U of  the  Philippines 
Michael  G Alt  DO  — N 

1804  Harvard  Dr,  Louisville  40205-1806 
1982,  Philadelphia  Coll  of  Osteopathic 
Duane  E Banet  MD  — D 

101  Chapel  Creek  Trl,  New  Albany 
47150 

1993,  U of  Cincinnati 

Robert  O Buse  MD  — R 

10610  Hobbs  Station  Rd,  Louisville 
40223-2671 
1992,  U of  Cincinnati 
Arnold  Michael  Conforti  MD  — S 
14007  Hickory  Ridge  Rd,  Louisville 
40245 

1986,  Georgetown 

Tim  J Conrad  MD  — OPH 

5810  Bonfire  Dr,  Louisville  40207 

1991,  Duke 

Candace  L Embry  MD  — FP 

1544  Lewis  Ln,  Corydon  47112 
1981,  U of  Kentucky 

George  F Estill  MD  — FP 

1544  Lewis  Ln,  Corydon  47112 
1980,  U of  Kentucky 

Charles  E Gaba  MD  — IM 

2924  Field  Ave,  Louisville  40206 

1994,  U of  Louisville 

Charles  M Kodner  MD  — FP 

6003  Maple  Hill  Way,  Crestwood 
40014-8819 

1994,  Washington  U,  St  Louis 

Dean  F Leslie  MD  — R 

222  S 1st  St  Ste  600,  Louisville  40202 

1992,  Mayo,  Rochester 

Rangi  J Lim  MD  — EM 

1 10  Executive  Park,  Louisville  40207 
1994,  Louisiana  State,  New  Orleans 
Reggie  D Lyell  MD  — FP 

400  Dillman  Spring  Way  NE,  Corydon 
47112 

1991,  U of  Tennessee 

Kevin  A O’Koon  MD  — S 

3015  Brownsboro  Rd  Apt  9,  Louisville 
40206-1544 

1992,  U of  Louisville 

Neal  J Prendergast  MD  — U 

1807  Knollwood  Rd,  Louisville  40207- 
1766 


1991,  Case  Western  Reserve  U 
Vijay  Raghavan  MD  — HEM 

1001 1 Windhill  Dr,  Greenville  47124 
1985,  Jawahalal  Institute,  India 
Katherine  L Savelis  MD  — PD 
236  S Bayly  Ave,  Louisville  40206 
1994,  U of  Louisville 
Lydia  E Sims  MD  — OBG 

1 105  Windsong  Wy,  Louisville  40207- 
2282 

1984,  U of  Pennsylvania 

Gregory  B Strothman  MD  — S 

6022  Innes  Trace  Road,  Louisville 
40222 

1991,  U of  Louisville 

John  C Tackett  DMD  — DENT 

102  N Harrison  St,  Salem  47167 
Brad  Michael  Watkins  MD  — S 

250  E Liberty  St  Ste  300,  Louisville 
40202 

1991,  U of  Louisville 

Kenton 

Howard  A Anneken  MD  — AN 

72  Superior  Ave,  Ft  Mitchell  41017 
1968,  U of  Louisville 

William  G Dannemcm  MD  — ONC 

2865  Chancellor  Dr  215,  Covington 
41017 

1976,  Ohio  State,  Columbus 

Laurel 

Hubert  Wayne  Williams  MD  — FP 

413  Bomont  Ave,  London  40741 

1982,  U of  Kentucky 

Lyon 

David  W French  MD  — FP 

403  E Fairview  Ave,  Eddyville 
42038-8237 
1991,  U of  Louisville 

Madison 

Robin  A Reams  MD  — R 

293  Wilson  Ln,  Berea  40403 
1981,  U of  Kentucky 

Arthur  Yin  MD  — IM 

103  Dogwood  Cir,  Richmond  40475- 
9626 

1983,  Second  Med  U of  Shanghai 
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• McCracken 

Carl  W Baker  MD  — OPH 

1903  Broadway,  Paducah  42001-7199 
1 1993,  U of  Kentucky 
James  N Eickholz  MD  — FP 

: 225  Medical  Center  Dr  Ste  101, 

I Paducah  42003 
1994,  U of  Tennessee 
Halden  H Ford  MD  — D 

■ 2255  Medical  Center  Dr,  Paducah 
' 42002-7329 

I 1992,  U of  Louisville 
Timothy  J Ranval  MD  — S 

225  Medical  Center  Dr  Ste  302, 

, Paducah  42002-7329 
! 1983,  U of  Louisville 

McCreary 

I Merrill  A Winchester  MD  — FP 

I PO  Box  99,  Whitley  City  42653 
i 1958,  U of  Louisville 

! 

I Perry 

Jyotin  V Chandarana  MD  — NEP 

215  W Argyle  Cir,  Hazard  41701-9432 
1977,  U of  Baroda,  India 

Pike 

! Debra  R Bailey  MD  — PD 

151  Kati  Street,  Pikeville  41501 
1985,  U of  Louisville 

I Venkateswara  R Dikkala  MD  — PD 

PO  Box  2665,  Pikeville  41502 
, 1986,  Andhra  U,  India 

I Pulaski 

Scott  M Stephens  MD  — IM 

i 5 Windy  Hills  Dr,  Somerset  42501-9291 
1992,  U of  Kentucky 

Warren 

Caryl  A Sikora  MD  — PUD 

282  Greenview  Way,  Bowling  Green 
42103 

1988,  Wayne  State,  Michigan 

Hugh  M Sims  MD  — OTO 

PO  Box  3380,  Bowling  Green 
42102-3380 

1989,  Med  Col  of  Alabama 


IN-TRAINING 

Boone 


Jacob  William  Vincent  MD  — FP 

Kenton 

James  Carson  Byrd  MD  — FP 

Michael  K Dragem  MD  — FP 

Tobin  Fisher  MD  — FP 

Maria  Fister  MD  — FP 

Kerrick  Louis  Stout  MD  — FP 

Nicole  Renee  Williams  MD  — FP 


DEATHS 


Carl  Pigman,  MD 
Whitesburg 
1906-1997 

Carl  Pigman,  MD,  a retired  family 
practitioner,  died  December  11,  1997. 
A 1936  graduate  of  the  University  of 
Maryland  School  of  Medicine,  Dr 
Pigman  was  a life  member  of  KMA. 


Robert  E.  Buten,  MD 
FL  Thomas 
1926-1997 

Robert  E.  Buten,  MD,  a retired 
ophthalmologist,  died  December  30, 
1997.  A 1951  graduate  of  the  University 
of  Cincinnati  College  of  Medicine,  Dr 
Buten  was  a life  member  of  KMA. 

Robert  J.  Seebold,  MD 
Louisville 
1910-1998 

Robert  J.  Seebold,  MD,  a retired  family 
practitioner,  died  January  2,  1998.  A 
1939  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Dr 
Seebold  was  a life  member  of  KMA. 

Paul  S.  Combs,  MD 
Lexington 
1945-1998 

Paul  S.  Combs,  MD,  a radiologist,  died 
January  10,  1998.  Dr  Combs  graduated 
from  the  University  of  Kentucky 
College  of  Medicine  in  1972  and  was 
an  active  member  of  KMA. 
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BOOK 


REV 


E W 


Accidental  Falls: 

Their  Causes  and  their  Injuries 


Alvin  S.  Hyde,  PhD,  MD 

Publisher:  HAI 
PO  Box  490034 
Key  Biscoyne,  PL  33  149 
1 996,  25 1 pages 

This  is  quite  a different  book. 

Written  in  a comfortable  style, 
almost  conversational  at  times, 
the  words  do  not  read  encyclopedic  as 
the  author  apologizes.  By  incorporating 
his  family  to  illustrate,  research,  and 
review  his  work,  a confluent  and 
elucidating  production  resulted.  Adopt- 
ing a paperback  texture,  with  larger 
print  and  frequent  use  of  bold,  under- 
line, and  italics,  the  reading  is  easy  and 
the  searching  is  really  at  a minimum. 


Dr  Hyde  divides  his  chapters  by 
epidemiology,  physics,  and  medicine 
initially,  respecting  the  fact  that  his 
readership  varies  from  scientist, 
medical  personnel,  and  other  lay 
interested  parties.  Although 
complicated  by  nature,  this  material 
easily  digests,  and  surprisingly  stays 
with  you  through  the  duration. 

The  middle  of  the  book  takes  the 
biomedical  approach,  explaining 
common  things  like  falling,  stumbling, 
tripping,  and  what  consequences  to 
our  bodies  result  from  meeting  the 
resistant  ground  or  other  objects.  In 
describing  how  the  environment 
impacts  on  this  subject.  Dr  Hyde 


takes  us  to  prophylaxis,  his  real  cause. 

While  there  may  be  little  to  do 
about  our  anatomy  and  physiology, 
about  the  weather  and  the  local 
factors,  certainly  being  aware  of 
potential  hazards,  constructing 
safeguards,  and  anticipating  future 
threats  is  the  message. 

His  filled  bibliography,  appendix 
with  available  books  and  videos,  and  a 
closing  last  effort  at  using  formulas  to 
come  up  with  numbers  for  what 
happens,  all  complement  a very  noble 
effort. 

Stephen  Z.  Smith,  MD 

Book  Review  Author 


HAPPY 

DOCTORS’  DAY!!! 
MARCH  30th 
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RATES  AND  DATA 

All  orders  for  classified  advertising  must  be 
placed  in  writing  and  will  be  subject  to 
approval  by  the  Editorial  Board.  The  right  is 
reserved  to  decline  or  withdraw  advertise- 
ments at  the  publisher's  discretion. 

Deadline;  First  day  of  month  prior  to  month 
of  publication. 

Word  count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Rates:  $40  per  insertion  ($20  for  KMA 
members)  for  the  first  30  words;  50c  for  each 
additional  word. 

Send  advance  payment  with  order  to:  The 
Journal  of  KMA,  The  KMA  Building,  4965  US 
Hwy  42,  Suite  2000,  Louisville,  KY  40222. 


Physicians  Wanted 


FAST  PACED  RURAL  FAMILY  PRACTICE 
CLINIC  — Seeking  a physician/internist  to 
work  for  a primary  clinic  in  Bath  and/or 
Lewis  County.  Join  a family  practice  with 
two  office  locations  with  plans  to  open 
more  clinics.  Malpractice  paid  and  com- 
petitive salary.  Approximately  one  hour 
drive  from  Lexington  and  Cincinnati. 
Please  send  resume  to  PO  Box  344, 
Flemingsburg,  KY  41041  or  contact  the 
office  manager  at  606/849-2323. 


For  Sale 


MEDICAL  EQUIPMENT  — MICROSCOPES: 
(3)  Exam  electric  tables;  Midmark  490 
exam  treatment  power  chair;  Infant 
exam  table  with  scales;  GE  roll  around 
Port  X-Ray;  Reliance  Stretcher;  Floor 
Model  & ceiling  mounted  OR/Exam 
Lights;  Endoscopes;  Centrifuges;  Auto- 
claves; Infant  Scales;  SS  Laryngoscopes; 
Frigitonic  coloposcope/camera;  Cordless 
Clippers.  Call  Dr  Byron  Bernard, 
606/581-5205. 


KMA  Annual  Meeting 
Sept  21-23  • Hyatt  Regency 
Commonwealth  Convention 
Center  ♦ Louisville,  KY 


Did  A Broker  s 
Big  Promises  Lead 
to  Big  Losses? 

Securities  fraud.  Even  sophisticated 
investors  can  be  taken  in.  Over  $6  billion 
in  fraud  was  committed  in  the  U.S.  last  year. 

If  you  suspect  you  were  dealt  with  unfairly  by 
a broker,  contact  Charles  C.  Mihalek,  Esq. 
for  a free  consultation  immediately. 

Charles  C.  Mihalek,  RS.C. 
Attorney  at  Law 
606-233-1805  • 800-508-5523 

THIS  IS  AN  ADVERTISEMENT. 
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CHANGING  ADDRESS? 


. f j- 


Please  notify  us  at  least 
two  months  in  advance. 


Send  new  address  to: 


Journal  of  the  Kentucky  Medical  Association 
The  KMA  Building 
4965  US  Hwy  42,  Suite  2000 
Louisville,  KY  40222-6301 

502.426.6200;  Fox  502.426.6877 
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The  person  who  says  that  he  is  above  politics  is 
really  saying  that  democracy  is  beneath  him. 

Whatever  your  politics-join  KEMPAG  for  representation  in 

Washington  and  Frankfort! 


What  is  KEMP  AC? 

The  Kentucky  Educational  Medical  Poltical  Action  Committee  (KEMP AC)  is  the  political  arm  of 
the  Kentucky  Medical  Association,  KEMP  AC  receives  its  funds  through  its  members'  dues  and 
these  funds  are  then  used  to  support  political  candidates.  KEMP  AC  shares  fundraising  with 
AMP  AC  (American  Medical  Political  Action  Committee).  When  a physicians  pays  dues  of  $100, 
one-half  of  those  dues  ($50)  go  to  AMP  AC  for  support  of  federal  candidates  who  share  medicine'E 
views. 


Is  KEMP  AC  affiliated  with  any  Political  Party? 

No.  It  is  not  bound  by  Democratic,  Republican,  or  any  other  party.  The  philosophy  and  platform 
of  the  individual  candidate  determine  whom  KEMP  AC  supports.  KEMP  AC  supports  those 
candidates  whose  philosphies  agree  with  medicine's. 


Send  your  contribution  now— use  the  coupon  below— and  enclose  with  your  check.  Since  federal 
and  state  laws  strictly  prohibit  the  use  of  corporate  funds  for  candidate  support— we  must  ask 
that  you  send  a personal  check  only  to: 


KEMPAC 


K — 
Name 


4965  US  Highway  42,  Suite  2000 
Louisville,  KY  40222 



I ? im 


Address 


Amoimt  Enclosed 


($100  for  physician,  $100  for  spouse,  $10  for  medical  student,  $10  for  in-training  physician) 


MtUPf 


1.5T  High  Field 
Wide  Body, 
Short  Gantry 
MRI 


Lexington  Diagnostic 


Center 


Large 
Gantry 
CT  I 


1725  Harrodsburg  Road,  Suites  D & L • Lexington,  KY  40504 
www.stairsys.com/ldcmri 

Convenient  Central  Scheduling  • (606)  278-7226  or  1-800-755-7441 


Y MEDICAL 


^iituc 

-I.  , . V \ ■. 


KMIC  Stands  in  Front  of  You. 


After  all,  fighting  legal 
battles  isn't  your  busi- 
L ness,  it's  ours. 

When  it  comes  to  profes- 
sional liability,  Kentucky  Medi- 
cal Insurance  Company  (KMIC) 
will  be  your  shield,  defending 
you  against  non-meritorious 
claims  and  protecting  your 
reputation.  Our  experienced 
claims  staff  will  forge  ahead  in 
your  defense.  And  we'll  keep 
fighting  until  you  give  the 
consent  to  settle  a claim. 

KMIC  is  highly  rated  by 
A.M.  Best  and  Standard  & 
Poor's.  This  means  you  can  be 


confident  we  have  the  finan- 
cial strength  to  keep  you  safe, 
even  in  the  heat  of  battle. 

We're  also  guarding  your 
future  by  providing;  excellent 
hands-on  service,  fair  pricing, 
claim-free  credits,  and  nation- 
ally recognized  risk  manage- 
ment programs  that  will  help 
minimize  the  threat  of  future 
claims  and  also  can  qualify  you 
for  premium  discounts. 

So,  you  keep  doing  what 
you  do  best,  and  we'll  keep 
doing  what  we  do  best  — 
shielding  our  policyholders 
from  financial  risk. 


KENTUCKY 

MEDICAL 

INSURANCE 

COMPANY 


• Rated  "A-"  (Excellent)  by 
A.M.  Best 

• Rated  "A+"  by 
Standard  & Poor's 

• Nearly  20  years  of 
Experience 

• Unconditional  Consent  to 
Settle  Claims 

• Flexible  Coverage 

• Claim-Free  Credits 

• Prior  Acts  Coverage 
Available 

• Free  Retirement  Tail  Available 


Louisville,  Kentucky  1-800-467-1858  • Columbus,  Ohio  1-800-624-9882 
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Today,  the  three  leading 
causes  of  maternal 
martality  in  Kentucky 
mirror  those  of  the  nation, 
ie,  hemorrhage,  pulmonary 
embolus,  and  toxemia.  This 
article  from  the  University 
of  Kentucky  Department  of 
OB/GYN  and  the  Kentucky 
Medical  Association 
Maternal  Mortality  Study 
Committee  reviews 
maternal  mortality  in 
Kentucky  over  the  30  year 
period  of  1 966  through 
1995. 

Artwork  by  Lee  Wade  of 
Eminence,  KY. 
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Copyright  1998,  Kentucky  Medical  Association. 
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Get  Involved 


r 

I 


Another  regular  session  of  the 
Kentucky  General  Assembly  has 
come  to  a close,  and  there  will  be 
i much  reflection,  both  pro  and  con.  The 
I one  truth,  however,  that  we  can  all 
il  affirm  is  that  the  democratic  process  is 
:j  alive  and  well. 

1 On  May  26,  our  primary  to  select 
! candidates  for  1998  elections  will  take 
;;  place.  How  often  do  you  hear  your 
friends  say,  “My  party  selected  the 
‘ wrong  person,  instead  of  the  one  that 
’ best  reflects  my  views”?  When  1 hear 
I persons  say  that,  1 often  wonder 
, whether  or  not  they  had  really  involved 
' themselves  in  the  selection  process. 

You  may  call  it  a mid-year 
jj  resolution,  or  a personal 
! commitment — call  it  what  you  will — 
but  resolve  to  involve  yourself  in  our 
• state  and  nation’s  political  system  in 
1998.  This  year  is  not  a presidential 
i election  year,  but  one  third  of  the  seats 
in  the  US  Senate  are  at  stake,  as  well  as 
535  seats  in  the  US  House  of 
Representatives.  Thousands  of  seats  in 
i state  legislatures  across  the  country 
[ (including  Kentucky)  will  be  filled  in 
I 1998.  Locally,  the  future  of  schools, 

I hospitals  and  essential  social  services 
are  in  the  hands  of  local  governing 


“T 

I he  extent  of  the  success  of 
our  Association  efforts  is 
directly  related  to  our  success 
i in  the  political  arena.  If  you 
I and  I are  not  participating, 

I then  we  lessen  our  collective 
I ability  to  solve  our  problems.” 


S I D E N T 


S 


bodies.  Medicaid,  managed  care,  and 
many  other  issues  are  on  the  table  in 
our  local  arenas. 

Nationally,  a priority  issue  is 
Medicare.  Our  AMA  has  warned  us 
for  years  that  Congress  must  act  to 
strengthen  the  financial  structure  of 
this  program  before  bankruptcy 
occurs.  Congress  will  probably  take 
action  in  1998;  as  physicians  we  must 
be  at  the  table  in  developing  a long 
term  solution  to  Medicare  funding. 

Political  involvement  can  take 
many  forms.  It  may  be  as  basic  as 
becoming  informed  about  the  issues, 
registering  to  vote — and  voting.  It 
may  include  actively  supporting  the 
candidate  of  your  choice.  Many 
physicians  and  their  spouses  provide 
this  support  by  joining  KEMPAC.  Of 
even  more  value  to  candidates  are  the 
many  physicians  and  spouses  who 
serve  as  campaign  workers  and 
volunteers,  performing  tasks  from 
stuffing  envelopes  to  hands-on 
campaign  management. 

As  leaders  and  staff  at  KMA,  we 
are  always  delighted  to  hear  from  our 
members  when  they  have  a particular 
issue  or  concern,  and  we  appreciate 
the  high  level  of  trust  our  membership 
has  in  our  organization.  The  extent  of 
the  success  of  our  Association  efforts, 
however,  is  directly  related  to  our 
success  in  the  political  arena.  If  you 
and  1 are  not  participating,  then  we 
lessen  our  collective  ability  to  solve  our 
problems.  As  an  organization,  we  have 
one  of  the  most  effective  legislative 
teams  that  has  ever  been  assembled  in 
Frankfort. 

Recently,  a fellow  physician  called 
KMA  and  asked  staff  to  help  him 
identify  his  legislative  representative, 
which  staff  was  delighted  to  do.  It  was 
a healthy  sign  that  physician  was 
getting  involved.  All  of  us  enjoy 


PAGE 


C.  Kenneth  Peters,  MD 


A//  of  us  enjoy  debriefing  in 
the  doctor's  lounge,  but  dear 
friends,  if  our  concern  never 
goes  beyond  that  setting,  our 
voices  ore  never  heard  where 
it  matters.” 


debriefing  in  the  doctor’s  lounge,  but 
dear  friends,  if  our  concern  never  goes 
beyond  that  setting,  our  voices  are 
never  heard  where  it  matters.  Get 

involved  and  help  us  protect 
quality  health  care  in  Kentucky. 
Get  involved  and  help  us  protect 
the  integrity  of  our  most  precious 
possession — the  doctor-patient 
relationship. 

Unless  we  choose  to  participate, 
however,  our  voices  and  our 
fundamental  rights  as  citizens  are 
silenced.  Get  involved! 

C.  Kenneth  Peters,  MD 

KMA  President 
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There’s  a 5:00 
meeting  about  your 

practice,  and 
you  re  not  invited. 


They  don’t  know  you.  They  don’t  know  your  patients. 

And  they  don’t  want  to.  They’re  just  interested  in  the  bottom  line. 
Shouldn’t  you  have  a say  in  your  practice?  We  think  so. 

KEMPAC  fights  for  you, 

S^ESUQCm^ 


Kentucky  Educational  Medical  Political  Action  Committee 
4965  US  Highway  42  ★ Suite  2000  ★ Louisville,  KY  40222-6301 
502.426.62000  ★ Fax  502.426.6877 


If  your  practice  is  incorporated,  KEMPAC  and  AMPAC  voluntary  political  contributions  should  be  written  on  a PERSONAL  CHECK.  Contributions  are  not  limited  to 
suggested  amount.  Neither  the  AMA  nor  the  KMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  A portion  of  the 
voluntary  contributions  will  be  used  in  connection  with  Federal  elections  and  are  subject  to  the  prohibitions  and  limitations  of  the  Federal  Election  Campaign  Act. 
Contributions  to  KEMPAC  and  AMPAC  are  not  deductible  as  charitable  contributions  for  Federal  Income  Tax  Purposes. 


Monitoring 


cur 
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Physician  Protections  from  Any  Liability 
for  Serving  on  Peer  Review  Panels 

by  Harry  W.  Carloss,  MD 


A hospital  owes  a legal  duty  to  its  patients  to 
exercise  reasonable  care  in  the  selection  of 
its  medical  staff  and  in  granting  medical 
privileges.  Physicians  often  participate  in  the 
process  of  selecting  medical  staff  because  they 
are  in  the  best  position  to  provide  pertinent  input. 
In  order  to  assure  the  best  and  most  honest 
“peer  review”  is  conducted,  state  and  federal 
governments  have  provided  immunity  from 
lawsuit  to  those  who  serve  on  peer  review  panels. 

The  Kentucky  legislature  has  also  enacted 
legislation  which  said  documents  regarding  peer 
review  are  not  open  to  the  court  system,  or,  in 
legalese,  “discoverable.”'  The  Kentucky’  courts, 
however,  continue  to  erode  these  statutory 
protections  given  to  peer  review  records.  The 
legislature  has  made  it  very  clear  that  such 
records  are  not  subject  to  discovery  “in  any  civil 
action  in  any  court,”  but,  the  latest  decision  by 
Kentucky’s  Supreme  Court  on  this  issue  says  the 
protection  from  discovery  only  applies  to  actions 
by  physicians  against  a medical  staff,  but,  does 
not  apply  to  claims  of  medical  negligence  and 
corporate  negligence.^  The  Court’s  ruling  in  this 
area  continues  to  subject  peer  review  documents 
to  discovery  in  civil  trials. 

The  idea  of  protecting  such  records  from 
discovery  is  not  a novel  one  and  almost  all  states 
currently  have  such  a law.  The  law  allows  for 
uncolored  and  frank  discussion  by  peer  review 
organizations  by  easing  the  worry  of  such 
discussions  being  open  to  the  court  system. 

Such  a policy  provides  for  quality  peer  review, 
which  is  important  to  provide  quality  care.  The 
Kentucky  Medical  Association  has  continually 
worked  to  pass  legislation  that  makes  it  clear 
such  records  are  not  open  to  discovery. 

Our  views  have  also  been  expressed  to 
administration  officials,  stressing  to  them  the 
importance  of  such  records  having  as  much 
protection  as  possible. 

Since  peer  review  records  do  appear  to  be 
subject  to  discovery,  it  is  important  for  physicians 
to  protect  themselves  from  lawsuits  that  may  arise 
as  a result  of  their  service  on  peer  review  panels. 


Of  course,  anyone  can  sue  and  that  is  why  it  is 
important  to  ensure  the  cost  of  defending  such 
a suit  is  incurred  by  someone  other  than  the 
physician.  The  protections  discussed  below  may 
prevent  physicians  from  incurring  the  cost  of 
defending  themselves  in  a lawsuit  regarding  their 
service  on  peer  review  panels. 

• Kentucky'  law  provides  that  a person  who  has 
applied  for  staff  privileges  waives  any  claim  for 
damages  for  any  good  faith  action  taken  by 
someone  who  serv'es  on  a peer  review  panel.^ 

• Physicians  may  also  have  protection  from 
lawsuits  under  the  Federal  Health  Care  Quality 
Improvement  Act,  which  has  been  incorpo- 
rated into  Kentucky’s  peer  review  statute.'' 

• Physicians  should  be  careful  when  reviewing 
others  within  the  same  specialty.  Federal  law 
addresses  whether  a specialist  who  is  in  direct 
competition  with  another  specialist  may  review 
the  specialist  with  which  he  is  in  competition. 

• Physicians  can  contract  with  hospitals  to 
defend,  indemnify,  or  hold  physicians 
harmless  for  any  claim  arising  out  of  their 
service  on  a hospital’s  peer  review  panel. 

• By-laws  of  the  hospital  itself  may  provide 
coverage  for  physicians  who  serv'e  on  peer 
review  panels.  Physicians  should  ensure  this 
section  of  the  hospital  bylaws  is  incorporated 
into  their  contract  with  the  hospital. 

• Some  hospitals  also  include  provisions  in  the 
bylaws  of  the  medical  staff  which  provide  that 
the  hospital  will  defend,  indemnify,  and  hold 
the  medical  staff  harmless  against  claims  aris- 
ing out  of  their  performance  of  peer  review 
functions. 

• Physicians  should  check  with  their  own 
liability  carrier  to  see  if  coverage  can  be 
obtained  for  serving  on  a peer  review  panel. 

Harry  Carloss,  MD,  currently  serves  as  Vice-President 
of  the  Kentucky  Medical  Association. 


'KRS  31 1.377(2) 

^ Leanhart  v.  Humana,  Inc.,  KY.,  983  SVV2d  820  (1996) 
* KRS  31 1.377(1) 

M2  use  11151 
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Your  Success  is  Our  Goal 


American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA-OMSS)* 

Assembly  Meeting 

June  11-15,  1998 

Sheraton  Chicago  Hotel  and  Towers 
Chicago,  Illinois 


To  succeed  in  today’s  health  care  environnnent,  your  medical  staff  needs  the  latest  information  and 
appropriate  skills  for  meeting  the  day-to-day  challenges  of  medical  practice.  By  attending  this  meeting, 
you  can  learn  about: 


• Managing  physician  organizations  • 

• Negotiating  and  resolving  conflicts  • 

• Helping  and  handling  the  disruptive 

physician  • 

• Emerging  information  technology  • 

• Capitation  • 

• Stark  II  recommendations  • 


Antitrust 

Organized  medical  staff  challenges  in 
the  future 

Effectively  communicating  in  business  practice 
PSOs  and  Medicare  risk  contracting 
Unionizing 

E/M  Documentation  Guidelines 


In  addition  to  these  educational  offerings,  as  an  AMA-OMSS  representative  of  your  medical  staff, 
you  can  participate  in  advocacy,  policy-making  and  networking  activities.  Our  goal  is  to  work  with  you 
to  identify  and  address  medicine’s  most  pressing  issues.  We  also  want  to  help  you  increase 
your  knowledge  and  skill  so  that  together  we  can  best  serve  the  needs  of  patients,  physicians, 
and  the  profession. 

To  achieve  this  goal  you  can: 

▼ Submit  resolutions  and  participate  in  mode-of-practice  and  general  interest 
forums  to  bring  your  concerns  to  the  forefront. 

▼ Testify  at  reference  committee  hearings  and  vote  on  actions  in  a democratic 
assembly  to  further  AMA’s  advocacy  agenda. 

▼ Attend  practical  education  programs  to  improve  your  medical  practice, 
earn  8.5  hours  of  CME  credit  **  and  pay  no  fee  to  register! 

Your  success  depends  on  your  involvement!  Plan  today  to  attend  the  1998  Annual  AMA-OMSS 
Assembly  Meeting  on  June  11-15,  at  the  Sheraton  Chicago  Hotel  and  Towers.  To  receive  more 
information  and  registration  materials,  please  call  800  621-8335  and  ask  for  the  Department  of 
Organized  Medical  Staff  Services. 

• The  American  Medical  Association  Organized  Medical  Staff  Section  (AMA-OMSS)  leads  and  assists  grassroots  physicians,  individually  and  in  groups, 
to  organize  and  reclaim  their  role  as  medical  leaders  and  advocates  for  excellence  in  patient  care,  professionalism,  and  the  integrity  of  the  patient-physician 
relationship.  We  provide  practical  educational  forums,  focused  policy  development,  and  grassroots  support  through  the  Federation. 

••  The  AMA  designates  this  education  activity  for  a maximum  of  8.5  hours  in  category  1 credit  towards  the  AMA  Physician's  Recognition  Award. 

Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Maternal  Mortality  in  Kentucky 


Frank  C.  Miller,  MD;  John  W.  Greene,  MD;  John  A.  Retry,  MD 


This  paper  reviews  maternal  mortality  in 
Kentucky  over  the  30  year  period  of  1966  through 
1995.  Data  were  reviewed  from  the  minutes  of  the 
State  Maternal  Mortality  Study  Committee  and  the 
reports  of  the  State  Cabinet  of  Health  Services,  State 
Centers  for  Health  Statistics.  There  has  been  a 
marked  fall  in  the  number  of  births  during  this  30 
years  and  an  even  more  dramatic  reduction  in 
maternal  mortality.  Identifiable  causes  for  maternal 
death  have  changed  over  the  years.  Today,  the  three 
I leading  causes  of  maternal  mortality  in  Kentucky 
mirror  those  of  the  nation,  ie,  hemorrhage, 

, pulmonary  embolus,  and  toxemia. 


Maternal  mortality  has  been  tremendously 
reduced  in  this  country  in  the  last  200  years 
and  more  so  in  the  last  50  years.’  When 
Mary  Todd  Lincoln  was  born  in  Lexington  in  the 
early  1800s,  it  is  said  that  one  out  of  eight  women 
died  during  or  after  pregnancy.^  Her  mother,  Eliza, 
died  after  the  birth  of  a son  in  1825.  She  had  had 
seven  pregnancies  in  twelve  and  a half  years. 
Maternal  mortality  in  the  United  States  came  under 
scrutiny  in  the  1930s  when  committees  of 
hospitals,  health  departments,  and  local  medical 
societies  began  to  collect  information  on  the 
maternal  deaths  in  their  area. 

Throughout  the  nation,  despite  the  best  efforts 
of  state  health  departments’  vital  statistic  divisions, 
there  is  a consistent  underreporting  of  maternal 
deaths.^®  The  causes  for  this  underreporting  are 
many  and  vary  from  state  to  state,  but  some  of  the 
most  common  problems  are  that  1)  deaths  are 
coded  according  to  the  International  Classihcation 
of  Disease  — 9 (lCD-9)  codes  630-676,  which  do 
not  include  all  of  the  causes  of  pregnancy  related 
deaths,  2)  states  use  varying  criteria  for  pregnancy 
related  deaths,  ie,  some  states  include  all  preg- 
nancy related  deaths  up  to  1 year  after  pregnancy, 
while  others  limit  the  time  frame  to  3 or  6 months, 
3)  in  some  states,  death  certificates  have  check 
boxes  to  mark  pregnancy,  but  most  do  not,  4) 
there  is  some  reluctance  to  identify  pregnancy 
related  deaths  because  of  fears  of  malpractice 
litigation.  It  is  estimated  that  as  many  as  one-half 


of  all  maternal  deaths  are  unreported,  ie,  the 
deaths  are  not  categorized  as  pregnancy  related.^'’ 

The  maternal  mortality  rate,  defined  as  the 
number  of  deaths  per  100,000  live  births  occurring 
during  or  within  1 year  of  pregnancy  termination 
and  resulting  from:  1)  complications  of  pregnancy 
itself,  2)  a chain  of  events  initialized  by  pregnancy, 
3)  aggravation  of  an  unrelated  event  by  the  physi- 
ologic effects  of  pregnancy.  As  previously  men- 
tioned, this  definition  of  maternal  mortality  does 
not  include  deaths  from  accidents,  ie,  auto 
accidents,  murder,  or  suicide. 

Materials  and  Methods 

In  the  1960s,  the  Maternal  Mortality  Study  Commit- 
tee (MMSC)  was  organized  by  the  Kentucky  Medi- 
cal Association  with  support  of  the  Division  of 
Maternal  and  Child  Health  Services  of  the  Kentucky 
State  Health  Department.  This  committee  began 
reviewing  all  death  certificates  of  females  between 
the  ages  of  15  and  44  years.  The  committee  meets 
1 to  3 times  a year  depending  upon  the  number  of 
cases.  Material  is  gathered  by  the  state  health 
department  from  sources  in  Frankfort  and  by 
physicians  and/or  hospitals  reporting  to  the  authors 
of  this  paper.  On  occasion,  maternal  deaths  were 
obtained  from  newspaper  sources.  The  committee 
has  rotated  members  every  3 to  5 years  and 
generally  has  consisted  of  8 to  24  physicians  from 
various  geographic  areas  of  the  state.  A medical 
student  and  a resident  in  obstetrics  and  gynecology 
usually  attend  and  take  part  in  discussions.  The 
deaths  are  reviewed  at  great  length  and  time  is 
given  to  etiologic  factors.  The  deaths  are  classified 
as  direct  or  indirect  obstetrical  as  well  as  identifying 
preventable  factors  such  as  physician  responsi- 
bility, medical  care  facility  availability,  and/or  lack 
of  patient  compliance.  It  is  from  the  Committee 
minutes  and  reports  over  the  past  30-plus  years  that 
most  of  the  details  on  maternal  mortality  for  this 
report  were  gathered.  A detailed  review  of  all 
maternal  deaths  from  1966-1976  was  presented  by 
the  committee  in  late  1976.'' 

In  its  deliberations,  the  committee  considers 
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Maternal  Mortality  in  Kentucky 


whether  there  is  any  one  institution,  physician,  or 
locality  with  repetitive  problems  needing  further 
study  or  action. 

In  1974,  the  State  Cabinet  for  Health  Services, 
State  Center  for  Health  Statistics  began  reporting 
maternal  deaths  by  International  Disease  Code  — 


Fig  1 — Annual  births  in  Kentucky  from  1 930  through  1 995. 

Maternal  Mortality  in  Kentucky 
1966-1975 


Fig  2 — The  number  of  births  per  year  from  1 966- 1 975  depicted  at  the  top.  The  total 
number  of  maternal  deaths  as  reported  by  the  State  Office  of  Biostatistics  is  shown  in 
dark  bars  and  those  reported  by  the  Maternal  Mortality  Study  Committee  in  the  lighter 
hatched  bars. 


9 (lCD-9)  codes.  The  state  Maternal  and  Child 
Health  Department  provided  detailed  information 
on  the  number  and  etiology  of  maternal  deaths 
from  the  Center  of  Health  Statistics  from  1974 
through  1995.  These  two  sets  of  data  were  then 
compared  in  an  attempt  to  determine  the  most 
accurate  annual  number  of  maternal  deaths  and 
the  most  common  complications  contributing  to 
maternal  mortality  in  the  state  of  Kentucky  during 
the  30  years  from  1966  through  1995. 

This  report  is  divided  into  three  10-year 
periods,  1966-75,  1976-85,  and  198&-95.  During  the 
1966-75  period,  the  data  source  was  the  MMSC 
report;  during  the  next  two  10-year  periods,  both 
the  MMSC  and  State  Health  Statistics  were 
compared. 

Results 

Births  in  Kentucky  continue  on  a downward  trend 
that  began  in  the  1950s.  The  number  of  annual 
births  during  the  past  30  years  has  ranged  from  just 
under  52,000  to  62,000.  During  the  20  years  prior 
to  1965  (post  World  War  11  baby  boom)  the 
delivery  rate  ranged  from  70,000  to  80,000.  A 
precipitous  drop  in  births  occurred  in  1964-65,  the 
year  just  preceding  this  review  (Fig  1).  The  birth 
rate  for  Kentucky  and  the  nation  were  strikingly 
similar  until  1980.  Subsequently  Kentucky  has  had 
a lower  birth  rate  than  the  national  average. 

Maternal  Mortality  1966-76 

There  is  a persistent  discrepancy  between  the  total 
number  of  maternal  deaths  reported  by  the  MMSC 
and  the  State  with  the  MMSC  always  reporting 
more  deaths.  During  the  10  years  from  196^75,  the 
differences  ranged  from  1 1 in  1966  to  2 in  1968  and 
1974.  Keep  in  mind  that  the  state  based  their 
reports  on  death  certificates  alone,  while  the 
MMSC  investigated  all  female  deaths  between  the 
ages  of  15  to  44  years.  The  number  of  maternal 
deaths  annually  as  reported  by  the  MMSC  and  the 
State  Office  of  Biostatistics  as  well  as  the  number 
of  births  are  shown  in  Fig  2.  The  number  of  deaths 
fell  rapidly  from  a peak  of  34  in  1966  to  15  in  1975 
(MMSC  reports)  while  the  number  of  births  initially 
rose  and  then  fell. 

The  most  frequent  cause  of  maternal  death 
during  this  period  was  hemorrhage,  followed  by 
sepsis  and  toxemia  (Table  1).  There  was  a marked 
decrease  in  deaths  due  to  hemorrhage  beginning 
in  1972  and  persisting  through  1975.  The  large 
category  listed  as  “others”  was  from  the  State  Office 
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Table  1.  Maternal  Deaths  in  Kentucky  MMSC  1 966-1975 


Cause 

1966 

1967 

1968 

1969 

1970 

1971 

1972 

1973 

1974 

1975 

Total 

Hemorrhage 

11 

6 

8 

4 

9 

6 

2 

3 

3 

1 

53 

Sepsis 

5 

8 

0 

3 

3 

2 

2 

4 

4 

1 

32 

Toxemia 

2 

2 

2 

2 

5 

5 

2 

1 

2 

1 

24 

Other 

16 

8 

5 

8 

5 

7 

16 

8 

6 

12 

91 

Total 

34 

24 

15 

17 

22 

20 

22 

16 

15 

15 

200 

The  leading  causes  of  maternal  death  and  the  total  reported  maternal  deaths  in  Kentucky  as  reported  by  the  Maternal 
Mortality  Study  Committee  for  the  decades  of  1 966-1975. 


of  Biostatics  under  the  exact  heading  of  “all  other 
complications  of  pregnancy,  childbirth,  and 
puerperium.”  At  the  time  of  this  paper,  that  large 
I category  could  not  be  more  accurately  defined. 
The  total  number  of  maternal  deaths  in  this  10 
years  was  exactly  200. 

Maternal  Mortality  1976-85 

The  gap  between  the  number  of  maternal  deaths 
reported  by  the  MMSC  and  those  reported  by  the 
state  persisted  (Fig  3).  For  this  10  year  period,  the 
MMSC  reported  92  maternal  deaths,  while  the  state 
recorded  only  49.  Although  during  2 years,  1980 
and  1982,  the  number  of  maternal  deaths 
j exceeded  10,  the  trend  was  downward  and  the 
total  number  of  deaths  for  this  10  years  was  more 
i than  100  fewer  than  the  previous  10  year  period. 

There  was  a shift  in  the  most  frequent  causes 
of  maternal  deaths  in  this  time  period.  Although 
1 hemorrhage  remained  the  major  killer,  pulmonary 
! embolism,  both  amniotic  fluid  and  vascular, 
became  the  second  most  common  cause.  During 
this  time,  anesthesia  was  identified  as  causing  5 
deaths,  which  exceeded  the  number  of  deaths  for 
sepsis  and  toxemia  (Table  2).  There  was  still  a 
large  category  of  “other.”  One  or  two  of  these 
deaths  were  during  or  immediately  following 
pregnancy,  but  not  related  to  the  pregnancy. 
Others  are  difficult  to  categorize,  ie,  congenital 


Maternal  Mortality  in  Kentucky 
1976-1985 


■ State  Health  Dept. 

■ MMSC 

Vital  Statistics  Office 

F/g  3 — Shows  the  number  of  births  and  maternal  deaths  each  year  from  1 976- 1 985. 


Table  2.  Maternal  Deaths  in  Kentucky  1 976-1985 


1976 

1977 

1978 

1979 

1980 

1981 

1982 

1983 

1984 

1985 

Total 

Hemorrhage 

2 

3 

2 

2 

6 

3 

4 

2 

2 

1 

27 

Sepsis 

0 

2 

1 

0 

0 

0 

0 

0 

1 

0 

4 

Toxemia 

0 

0 

0 

1 

3 

0 

0 

0 

0 

0 

4 

Pulm.  Embolism 

4 

3 

3 

0 

3 

1 

2 

1 

0 

1 

18 

Anesthesia 

3 

0 

1 

0 

0 

0 

0 

1 

0 

0 

5 

Other 

5 

4 

1 

4 

5 

2 

6 

4 

3 

0 

34 

Total 

14 

12 

8 

7 

17 

6 

12 

8 

6 

2 

92 

This  table  includes  a listing  of  all  maternal  deaths  in  Kentucky  and  the  leading  causes  each  year  from  1 976-1985. 
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Fig  4 — Depicts  the  births  and  maternal  deaths  for  the  decade  1 986- 1 995. 


abnormalities  of  the  uterus  (2  deaths),  maternal 
distress  (2  deaths),  and  other  obstetrical  con- 
ditions (6  deaths). 

Maternal  Mortality  1986-95 

The  number  of  reported  maternal  deaths  contin- 
ued to  decrease.  During  the  most  recent  10  years, 
39  deaths  were  reported  (Fig  4).  While  this  con- 
tinued fall  is  very  encouraging,  it  must  be 
remembered  that  it  may  take  3 to  4 years  to  make 


sure  that  all  maternal  deaths  for  a given  year  have 
been  investigated  and  reported.  It  is  most  likely 
that  the  number  of  deaths  for  the  years  1993,  1994, 
and  1995  will  go  up  once  all  the  potential  cases 
have  been  investigated.  For  these  3 years,  the  State 
Vital  Statistic  numbers  were  utilized. 

As  in  the  previous  20  years,  hemorrhage  was 
again  the  leading  cause  of  maternal  mortality. 
Pulmonary  embolism,  toxemia,  and  sepsis  round 
out  the  top  four.  These  four  combined,  account  for 
70%  of  pregnancy  related  deaths  (Table  3). 
Although  infrequent,  death  from  sickle  cell  crisis 
was  reported  four  times  during  this  review.  As  with 
anesthesia  accidents  and  most  cases  of 
hemorrhage  and  sepsis,  these  deaths  should  be 
preventable. 

Discussion 

The  most  difficult  state  or  national  death  statistic 
to  obtain  is  maternal  mortality.^'®  Accurate  data 
depends  on  the  awareness  of  the  importance  of 
specific,  concise,  and  timely  recording  of  the 
causes  of  death  in  all  women,  but  especially  those 
during  the  reproductive  years  (15-44).  It  also 
requires  the  cooperative  efforts  of  state  officials, 
physicians,  and  concerned  citizens  to  develop  a 
working  system  to  record,  collect,  and  analyze  the 
data.  Kentucky  has  been  fortunate  to  have  an  inter- 
ested and  dedicated  group.  Continued  improve- 
ment in  surveillance  will  give  us  a better  picture  of 
events  associated  with  pregnancy  related  deaths 
and  ultimately  allow  more  accurate  monitoring  of 
trends  within  our  state  and  nation. 

Further  review  might  answer  questions  such 
as  the  effects  of  availability  of  care,  physician 
training,  hospital  and  ancillary  support  (anesthesia 
and  blood  immediately  available),  transportation, 
prenatal  care,  race,  cesarean  section  rates,  and 
many  other  potential  factors  on  the  overall 
maternal  mortality  rate.  It  can  serve  as  a bench- 
mark for  the  overall  number  of  deaths  and  the 


Table  3.  Maternal  Deaths  in  Kentucky  1 986-1995 


1986 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

1994 

1995 

Total 

Hemorrhage 

3 

0 

1 

1 

2 

1 

0 

3 

1 

1 

13 

Sepsis 

0 

0 

0 

1 

0 

0 

0 

1 

0 

1 

3 

Toxemia 

2 

0 

2 

1 

0 

0 

0 

0 

0 

0 

5 

Pulm.  Embolism 

1 

0 

1 

0 

0 

1 

0 

1 

2 

0 

6 

Other 

4 

1 

2 

2 

0 

0 

1 

0 

2 

0 

12 

Total 

10 

1 

6 

5 

2 

2 

1 

5 

5 

2 

39 

The  number  of  maternal  deaths  for  this  most  recent  decade  are  underreported  because  all  maternal  deaths  have  not 
been  reported  and  investigated  at  this  time. 
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most  common  causes  of  maternal  mortalit\'.  It  is 
reassuring  that  the  maternal  mortalih'  rates  con- 
tinue to  decline.  Kentuck>-  reports  the  same  four 
leading  causes  of  maternal  mortalit\'  as  the 
national  data  — hemorrhage,  sepsis,  toxemia,  and 
pulmonary-  embolism. 

In  a report  by  the  Center  for  Disease  Control 
and  Prevention,  they  concluded  that  more  than 
half  of  maternal  deaths  are  probabh'  unreported.^^ 
They  found  that  a \-ariet>-  of  methods  can  be  used 
to  impro\  e the  ascertainment  of  maternal  death, 
including  linkage  of  birth  and  fetal  death  certifi- 
cations. Kentuck\-  death  certificates  do  not  have  a 
space  to  indicate  whether  the  woman  was  preg- 
nant. although  they  did  at  one  time.  This  mistake 
should  be  corrected  and  this  simple  notation 
reestablished. 

Lastly,  it  should  be  stated  that  factors  other 
than  the  traditional  hemorrhage,  infections,  and 
hypertensive  disorders  of  pregnancy  have  sur- 
faced. Nationalh',  HI\'  infections  and  trauma  have 
been  re\  ealed  to  be  major  factors  and  death  may 
occur  outside  the  traditional  30  to  90  day  post- 
partum. In  a recent  report.  Donnenber}'  et  ad®  con- 
cluded that  homicide  and  other  injuries  are  major 
contributors  to  maternal  mortalih'  and  should  be 
(but  rareh'  are)  included  in  the  maternal  mortalib' 
suneillance  s\stem.® 


Conclusion 

Maternal  mortalib'  in  Kentuck\\  as  in  the  devel- 
oped countries,  has  been  greath'  reduced.  One- 
half  the  deaths  may  not  be  directh'  related  to  the 
pregnancy.  Therefore,  the  etiology  of  maternal 
! deaths  is  changing  and  we  must  continue  to 
I carefulh'  monitor  these  catastrophic  events. 
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Spontaneous  Vertebral  Artery 
Dissection  Resulting  in  Wallenberg’s 
Syndrome:  A Case  Report 

Bernd  Raphael,  MD;  Goetz  Hans  Kloecker,  MD 


Dissections  (D)  of  vertebral  arteries  (VA),  once 
thought  to  be  a rare  occurrence  after  signi- 
ficant cervical  trauma,  now  are  increasingly 
found  with  minor  or  no  discernible  history  of 
trauma.  This  shift  is  likely  due  to  the  fact  that  the 
diagnosis  can  now  be  made  noninvasively  using 
MRl.  Spontaneous  VAD  are  predominantly  found 
in  middle-aged  people.  Typically,  they  present  with 
severe  unilateral  occipital  headache  and/or  neck 
pain  followed  or  accompanied  by  vertebrobasilar 
ischemic  symptoms.  We  present  a case  of  spon- 
taneous VAD  resulting  in  Wallenberg’s  syndrome 
of  lateral  medullary  infarction  along  with  a dis- 
cussion of  risk  factors,  diagnostic  tests,  treatment, 
and  prognosis. 

Case  Presentation 

A 30-year-old  black  male  woke  up  one  morning 
with  severe  left  occipital  headache  and  ipsilateral 
neck  pain  which  he  attributed  to  his  sleeping 
position.  Several  hours  later  he  developed  ataxia, 
dysphagia,  and  left-sided  ptosis  and  blurred  vision. 

The  patient  denied  any  history  of  trauma, 
substance  abuse,  or  smoking.  He  had  no  significant 
medical  illness  in  the  past  except  for  febrile  seizures 
during  early  childhood.  He  was  involved  in  a low- 
speed  motor  vehicle  accident  resulting  in  a mild 
whip-lash  injury  to  his  neck  without  any  symptoms. 
Family  history  wais  positive  for  hypertension. 

Vital  signs  were  remarkable  only  for  a blood 
pressure  of  172/100.  Physical  examination  revealed 
left-sided  ptosis,  miosis,  and  decreased  visual 
acuity  of  20/80  with  intact  peripheral  vision; 
tongue  deviation  to  the  left  side;  symmetric  hypo- 
reflexia;  and  lateropulsion  to  the  left  side  when 
walking.  Complete  blood  chemistries,  blood 
count,  lumbar  puncture,  electrocardiogram,  and 
CT  of  the  head  were  within  normal  limits.  A 
MRl/MRA  of  the  head  showed  occlusion  of  the  left 


intracranial  portion  of  the  VA  with  a small  infarct 
in  the  left  medullary  region. 

The  patient  received  intravenous  heparin  and 
antihypertensive  medication.  Warfarin  was  given 
for  6 months.  The  miosis  and  dysphagia  had 
resolved  within  several  hours  of  onset,  and  all 
other  symptoms  had  improved  to  near  normal 
over  a period  of  several  months. 

Discussion 

VAD  may  be  divided  clinicopathologically  into  two 
groups:  In  one  group,  the  intima  separates  from  the 
vessel  wall  obstructing  the  lumen  and  patients  may 
present  with  an  ischemic  event.  In  the  other  group, 
the  adventitia  separates  from  the  vessel  wall  and 
patients  may  present  with  a subarachnoidal 
hemorrhage.'  However,  the  true  incidence  of  VA 
injuries  is  difficult  to  estimate,  since  a large 
percentage  is  probably  asymptomatic  and  remains 
undiagnosed.  A further  distinction  can  be  made 
between  intracranial  and  extracranial  VAD. 

A VAD  is  called  spontaneous  when  no  history 
of  trauma  is  elicited.  It  occurs  more  often  in 
people  in  their  forties  and  fifties^  but  has  been 
reported  even  in  children  and  adolescents.^  Due 
to  the  particular  course  of  the  VA  through  the 
foramina  of  the  transverse  processes  of  the  cervical 
vertebral  bodies  and  then  angulating  into  the 
foramen  magnum,  it  seems  feasible  that  sudden 
head  movements  exert  substantial  shearing  forces 
on  the  vessel  walls.  Dissections  have  been  reported 
after  violent  sneeze,'’  cough, ^ playing  tennis®  or 
volleyball,^  aerobic  exercises,®  and  even  after  head 
turning  while  driving.^  Such  activities  are  part  of 
daily  life,  and  the  question  arises  why  only  a very 
small  number  results  in  clinically  overt  damage  to 
the  VA. 

Do  certain  risk  factors  predispose  a person? 
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Our  patient  reported  a mild  whip-lash  injury  6 
years  ago  but  had  no  symptoms  at  that  time.  VAD 
within  several  weeks  or  months  of  trauma  have 
been  reported,  and  a recent  MVA  within  this  time 
frame  should  prompt  a repeat  x-ray  or  CT  of  the 
spine  to  rule  out  an  occult  cervical  fracture. A 
traumatic  event  several  years  ago  has  not  been 
reported  to  be  causative.  Hypertension  has  been 
considered  a risk  factor  for  VAD.  Several  series 
have  shown  that  patients  with  VAD  have  an 
increased  incidence  of  hypertension  over 
controls."  Other  factors  implicated  in  the  genesis 
of  VAD  are  cystic  medial  necrosis,  fibromuscular 
dysplasia,  Marfan’s  syndrome,  homocystinuria, 
congenital  or  degenerative  changes  in  the  arterial 
wall,  and  anatomical  or  pathological  character- 
istics of  the  VA."'^ 

Key  features  suggesting  VAD  are  headache 
and  neck  pain  and  may  be  caused  by  irritation  to 
nerve  fibers  which  have  been  found  to  innervate 
the  blood  vessels.’^  Since  headache  and  neck  pain 
are  frequent  complaints  in  the  patient  population, 
it  is  essential  to  focus  on  specific  characteristics 
when  taking  the  history.  It  should  be  asked  whether 
there  is  a change  from  previous  headache  or  neck 
pain,  whether  the  pain  is  unilateral,  localized  pos- 
teriorly, sharp  in  quality,  severe  in  intensity,  with 
sudden  onset,  monophcisic  with  gradual  remission 
lasting  1 to  3 weeks.''*  While  these  features  are 
suggestive  of  VAD,  one  should  keep  in  mind  that 
VAD  may  present  without  any  pain  or  with 
different  types  of  headache  or  neck  pain. 

Neurologic  deficits  associated  with  VAD  vary 
widely  depending  on  the  localization,  size,  and 
number  of  the  infarcted  areas,  and  various 
syndromes  have  been  described.’^  Microvas- 
culature which  branches  off  directly  from  the  VA, 
larger  branches  like  the  posterior  inferior  cere- 
bellar artery,  or  even  the  basilar  artery  may 
partially  or  completely  occlude.  Thromboemboli 
may  form  and  cause  more  remote  damage.  Our 
patient  developed  Wallenberg’s  syndrome  which 
is  a common  complication  of  VAD.^  '^  Ataxia,  dys- 
phagia, and  Horner’s  syndrome  were  due  to  a 
small  infarct  in  the  lateral  medulla.  His  impaired 
visual  acuity  may  have  been  the  result  of  a 
thromboembolus  to  the  carina. 

While  MRI  has  largely  replaced  angiography 
in  diagnosing  and  following  VAD,  other  non- 
invasive  modalities  have  been  proposed.  Doppler 
ultrasonography  of  the  VA  is  technically  difficult 
but  in  skilled  hands  may  be  of  value  in  following 
extracranial  VAD.'®  Dynamic  CT  scanning  is 
possibly  more  useful  than  regular  CT,'^  but  bony 


artifacts  make  the  documentation  of  brain  stem 
pathology  disappointing.  Transcranial  doppler 
alone  is  not  helpful  in  detecting  VAD  but  may  be 
of  benefit  when  combined  with  duplex  ultra- 
sonography.'® MRI  seems  to  be  the  test  of  choice 
because  it  is  noninvasive  and  its  sensitivity  and 
specificity  are  close  to  that  of  angiography.  MRI 
findings  diagnostic  for  VAD  are  intramural  hema- 
toma, intimal  flap,  and  enhancement  of  wall  and 
septum.'®  Attention  should  be  paid  to  the 
contralateral  VA  and  carotid  arteries  since  often 
more  than  one  vessel  is  involved.^ 

Treatment  guidelines  for  VAD  are  not 
established  at  present.  This  is  partly  due  to  the  fact 
that  the  allover  incidence  of  VAD  is  rare,  and  most 
cases  have  a favorable  outcome  with  or  without 
treatment.^  Treatment  varies  with  the  type  of  VAD. 
Dissections  involving  the  adventitia  and  resulting 
in  subarachnoid  hemorrhage  and/or  aneurism  are 
often  treated  neurosurgically.  VAD  involving  the 
intimal  layer  and  resulting  in  ischemic  events  are 
often  treated  conservatively  with  immediate 
anticoagulation  once  intracranial  hemorrhage  has 
been  excluded,'®’^®  and  surgery  is  reserved  for  a 
few  select  cases  where,  eg,  multiple  emboli 
complicate  the  course  of  the  disease.^'  Patients 
with  spontaneous  VAD  are  generally  young  and 
otherwise  healthy;  therefore,  contraindications  to 
or  complications  from  anticoagulation  are  rarely 
encountered.  Whether  to  use  intravenous  heparin 
with  or  without  subsequent  warfarin  and  the 
duration  of  treatment  remains  the  call  of  the 
treating  physician.  Most  affected  people  will 
recover  completely  or  near  completely.^  The 
positive  outcome  may  partly  be  due  to  the  fact  that 
the  endothelial  response  upon  vascular  occlusion 
to  excrete  thrombolytic  substances, as  well  as 
other  repair  mechanisms,  are  likely  to  be  intact  in 
these  young  patients  as  compared  with  the 
arteriosclerotic  vessels  of  older  stroke  patients. 

With  easier  recognition  of  spontaneous  VAD 
due  to  the  advent  of  noninvasive  testing,  more 
cases  are  likely  to  be  diagnosed  and  followed.  This 
should  raise  the  opportunity  to  compare  different 
therapeutic  approaches  in  prospective  randomized 
trials  in  order  to  develop  treatment  guidelines  and 
for  identification  and  management  of  possible  risk 
factors. 
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Warfarin  Vs  Enoxaparin  for  Deep 
Venous  Thrombosis  Prophylaxis  After 
Total  Hip  & Total  Knee  Arthroplasty: 

A Cost  Comparison 

Inigo  Garcia-Zozaya,  MD 


Background  — Total  joint  replacements  are 
high-risk  procedures  for  development  of  deep 
venous  thrombosis  (DVT)  and  pulmonary 
embolism  (PE),  therefore,  routine  pharmacological 
prophylaxis  should  be  instituted  in  all  cases.  Cost- 
containment  has  become  an  important  factor  with 
the  present  changes  in  health  care.  This  report 
presents  an  economic  model  for  DVT  prophylaxis 
after  total  hip  and  total  knee  arthroplasty  (THA  & 
TKA)  that  approximates  closely  to  the  current 
standards  in  orthopedic  practice,  and  encourages 
the  balance  of  clinical  and  economic  considerations 
in  patient  care  management.  Methods  — A simpli- 
fied cost-effectiveness  (cost-minimization)  analysis, 
from  the  consumer’s  perspective,  between  Warfarin 
and  Enoxaparin  for  DVT  prophylaxis  after  THA  and 
TKA,  for  a total  of  15  days,  in  both  inpatient  and 
outpatient  settings  was  used.  The  costs  of  drugs, 
laboratory,  and  home  care  services  were  evaluated 
through  surveying  three  different  providers  in  each 
category  and  obtaining  the  mean  value  for  each  of 
the  services  supplied.  All  providers  were  located 
within  the  Louisville,  KY,  metropolitan  area.  Data 
collection  took  place  in  October  1996.  Results  — 
The  main  outcome  measure  was  the  difference  in 
cost  between  the  two  drugs  when  all  factors 
associated  with  therapy  were  considered.  The  over- 
all cost  of  DVT  prophylaxis  with  Enoxaparin  was 
somewhat  less  expensive  ($925.38)  when  com- 
pared to  Warfarin  ($971.77).  Conclusions  — 
Within  the  limitations  of  this  study  Enoxaparin  was 
slightly  more  cost-effective  than  Warfarin  for  venous 
thromboembolism  prophylaxis  after  total  hip  and 
knee  arthroplasty. 


Deep  venous  thrombosis  (DVT)  remains  a 
major  cause  of  disability  and  death  in  all 
patient  populations.  It  is  estimated  that  venous 
thrombosis  and  pulmonary  embolism  (PE)  are 


associated  with  approximately  500,000  hospital 
admissions  in  the  United  States  each  year.'  About 
250,000  cases  of  clinically  recognized  DVT  occur 
each  year  in  patients  hospitalized  in  acute  care 
hospitals  in  this  country,  and  over  100,000  patients 
die  each  year  as  a result  of  pulmonary  embolism 
in  the  United  States.''^  The  magnitude  of  the 
problem  is  felt  to  be  much  greater  since  there  is  no 
data  available  from  nonacute  care  facilities,  such 
as  rehabilitation  hospitals,  where  the  incidence  of 
PE  may  be  higher.^ 

Clinical  risk  factors  for  venous  thrombosis 
include  advanced  age,  obesity,  malignant  disease, 
prior  thromboembolic  disease,  immobility,  major 
trauma,  and  major  surgery,  particularly  those 
procedures  involving  the  abdomen  and  lower 
extremities.  Without  prophylaxis  the  incidence  of 
DVT  after  general  surgery  is  about  25%;  it  rises  to 
over  50%  after  total  hip  replacement,  and  even 
higher  after  total  knee  reconstruction.^"^  All 
patients  undergoing  elective  total  joint  replace- 
ment should  receive  routine  pharmacological 
prophylaxis  against  DVT,''^'^  unless  absolute 
medical  contraindications  exist. 

Venous  thromboembolism  may  be  unrecog- 
nized due  to  the  clinically  silent  nature  of  the 
disease.  Both  deep  venous  thrombosis  and 
pulmonary  embolism  manifest  few  specific  symp- 
toms, and  the  clinical  diagnosis  is  insensitive  and 
unreliable.^  For  this  reason,  knowledge  of  specific 
clinical  risk  factors  in  individual  patients  and 
awareness  of  the  incidence  of  DVT  in  patient 
categories  where  the  risk  has  been  defined  by 
epidemiological  studies  should  be  the  primary 
considerations  when  thinking  of  thrombopro- 
phylaxis. 

There  are  currently  three  accepted  pharmaco- 
logic therapy  alternatives  for  thromboembolic 
prophylaxis:  adjusted-dose  unfractionated-heparin. 
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low-molecular-weight  heparins,  and  warfarin. 
Heparin  is  a heterogenous  polysaccharide  mixture 
with  an  average  molecular  weight  of  12,000  to 
15,000  daltons.  Its  mechanism  of  action  is  due  to 
an  interaction  with  antithrombin  111  and  enzymes 
of  the  coagulation  pathway  including  thrombin 
(factor  11a)  and  factors  IXa,  Xa,  Xla,  and  Xlla.  The 
activated  partial  prothrombin  time  (aPTT)  mea- 
sures the  intrinsic  clotting  system  (factors  Vlll,  IX, 
XI,  and  Xll),  as  well  as  the  factors  in  the  final 
common  pathway  (factors  11,  V,  and  X).  Clinically, 
the  aPTT  measures  the  interaction  of  heparin  on 
the  coagulation  system.  The  short  duration  of  the 
drug’s  pharmacologic  action  requires  multiple 
doses  per  day  to  achieve  maximal  efficacy.  Conse- 
quently, dosing  regimens  must  be  individualized 
according  to  the  aPTT.  Because  of  the  constant 
monitoring  that  is  necessary,  the  use  of  adjusted- 
dose  heparin  in  the  outpatient  setting  is  more 
difficult  to  implement  and  has  lower  patient  accej> 
tance  than  enoxaparin  or  warfarin.  It  is  admin- 
istered subcutaneously. 

Enoxaparin  is  a low-molecular-weight  heparin 
obtained  by  the  depolymerization  of  a benzyl  ester 
of  natural  heparin.  The  average  molecular  weight 
of  enoxaparin  is  approximately  4,500  daltons. 
Compared  with  heparin,  the  anti-Xa  activity  of 
enoxaparin  is  equivalent  and  the  anti-lla  activity  is 
lower.  Due  to  the  limited  effect  of  enoxaparin 
upon  factor  11a,  routine  monitoring  of  the  aPTT  is 
not  required  in  the  manner  it  is  with  heparin.  It  is 
administered  subcutaneously  in  standard  dosing 
regimes,  usually  twice  a day. 

Warfarin  interacts  with  the  vitamin  K-depen- 
dent  coagulation  factors  (11,  Vll,  IX,  and  X)  and  the 
anticoagulant  proteins  C and  S.  Clinically,  the 
prothrombin  time  (PT)  measures  the  interaction 
of  warfarin  on  the  coagulation  system.  Numerous 
factors,  alone  or  in  combination,  including 
changes  in  diet,  physical  state  and  concomitant 
medications,  may  influence  the  response  of  the 
patient  to  warfarin  therapy.  Because  warfarin  is  not 
always  predictable  in  its  antithrombotic  or  anti- 
coagulant properties,  prothrombin  time  requires 
careful  monitorization.  Treatment,  therefore,  is 
individualized.  It  is  administered  orally. 

Cost-effectiveness  and  Pharmacoeconomic 
Models  for  DVT  Prophylaxis 

Most  experts  agree  that  thromboprophylaxis  of  any 
kind  is  more  cost-effective  than  no  prophylaxis  or 
general  diagnostic  surveillance  and  selective 
treatment.^'^  Several  reports  support  the  cost-effec- 


tiveness of  the  various  pharmacological  approaches 
in  the  prevention  of  venous  thromboembolism.'’  ®' 
A review  of  these  studies  is  beyond  the  scope  of 
this  report. 

In  the  recent  literature  there  are  primarily  two 
economic  models  for  DVT  prophylaxis  after  total 
joint  replacement  with  the  three  pharmacological 
alternatives  accepted  today.  Bakst'®  reported  a 
pharmacoeconomic  comparison  between  low-dose 
Warfarin  (the  dose  that  maintained  prothrombin 
time  (PT)  at  an  international  normalization  ratio 
between  2.0  and  3.0),  Enoxaparin  (30  mg 
administered  twice  daily),  and  fixed-dose  Heparin 
(5,000  Units  three  times  a day).  The  length  of 
prophylaxis  was  7 days  for  both  inpatient  and 
outpatient  populations.  The  variables  evaluated 
included  drug  costs,  laboratory  costs  (not  charges), 
home  care  costs,  and  costs  of  the  treatment  of 
bleeding  complications,  DVT,  and  non-fatal  PE 
(the  incidence  of  which  was  obtained  from  meta- 
analysis and  individual  studies).  The  results 
demonstrated  that  the  total  cost  of  Enoxaparin 
therapy  ($341.40  per  patient)  was  less  than  either 
Warfarin  ($590.26  to  $640.50  per  patient)  or  fixed- 
dose  Heparin  ($434.77)  per  patient).  Although  this 
report  led  to  the  addition  of  Enoxaparin  to  the 
formulary  of  the  Cleveland  Clinic  (with  the  proviso 
that  it  be  restricted  to  orthopedic  surgery),  two 
considerations  need  to  be  made  about  the  study. 
First,  from  the  methodological  standpoint,  the 
evaluation  of  actual  costs  for  some  services  and 
charges  for  other  ones  may  lead  to  significant 
differences  in  the  total  cost  of  therapy.  Second, 
from  a clinical  viewpoint,  the  short  length  of 
treatment,  7 days,  does  not  correlate  with  the 
treatment  protocols  in  several  clinical  trials, 
prospective  studies,  and  analytic  models  in  which 
at  least  7,  and  usually  14  days  of  post-operative 
prophylaxis  were  used.®  ''''®®  Additionally,  recog- 
nized experts  on  venous  thromboembolic  disease 
recommend  2 to  3 weeks.®' 

In  June  1996  Carter  and  Brookfield®®  reported 
an  economic  model  and  outpatient  thrombo- 
embolic prophylaxis  guidelines  after  orthopedic 
surgery  by  comparing  Warfarin  (5  mg  a day)  and 
Enoxaparin  (30  mg  twice  a day).  Prophylaxis  was 
started  at  the  time  of  discharge  and  continued  for 
6 weeks.  The  economic  variables  included  drugs, 
home  care  services,  and  laboratory  costs.  In  the 
Warfarin  protocol,  PT  and  partial  thromboplastin 
time  (PTT)  were  monitored  twice  a week  for  the 
first  2 weeks,  once  a week  for  the  following  2 
weeks,  and  once  every  other  week  for  the  balance 
of  a 6-week  period,  and  platelet  counts  on  weeks 
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1,  2,  3,  4,  and  6.  In  the  Enoxaparin  protocol  no 
monitoring  of  FT  or  PTT  was  required  and  platelet 
counts  were  monitored  at  weeks  1 and  2.  Costs  for 
professional  services  were  determined  by  aver- 
aging the  fees  from  three  home  care  agencies, 
therefore  representing  the  perspective  of  the 
consumer.  Costs  of  drugs  were  determined  by 
submitting  five  dummy  claims  to  insurance  com- 
panies, hence,  representing  the  perspective  of  the 
payer.  The  results  demonstrated  that  the  first  3 
weeks  of  therapy  with  Enoxaparin  ($658.38)  cost 
an  almost  equivalent  amount  as  the  first  3 weeks 
of  Warfarin  therapy  ($634.76).  After  3 weeks  of 
treatment,  the  cost  of  Enoxaparin  was  greater  than 
Warfarin.  One  important  consideration  about  this 
study  was  that  it  did  not  consider  the  cost  of 
thromboembolic  prophylaxis  during  the  imme- 
diate post-operative  period,  which  can  lead  to 
significant  differences  in  the  global  cost  of  therapy. 
The  initiation  of  DVT  prophylaxis  postoperatively 
(with  either  Warfarin  or  Enoxaparin),  and  even 
pre-operatively  (with  Warfarin)  is  well  docu- 
mented in  previous  reports.'’®’’'’'^'^'^^’^'*  Additionally 
the  consideration  of  the  consumer’s  perspective 
(actual  charge)  for  some  variables,  and  the  payer’s 
perspective  (actual  reimbursement)  for  others, 
increases  the  confusion  with  regard  to  the  real 
overall  cost  of  treatment.  Based  on  these  com- 
ments this  investigator  considered  both  economic 
models  of  limited  application  for  the  development 
of  practice  guidelines  in  DVT  prophylaxis  after 
total  joint  replacement. 

Pharmacoeconomic  Study 

This  study  presents  a pharmacoeconomic  com- 
parison for  DVT  prophylaxis  after  total  hip  and 
knee  arthroplasty  between  Warfarin  and  Enoxa- 
parin, started  postoperatively,  and  continued  in  the 
outpatient  setting.  The  purpose  of  this  report  is 
twofold:  First,  to  present  an  economic  model  that 
approximates  closely  to  the  standards  of  current 
orthopedic  practice,  based  on  the  review  of  the 
literature  and  the  most  recent  recommendations 
from  experts  in  the  field  of  DVT  prophylaxis,  and, 
secondly,  to  provide  physicians,  hospital  decision- 
makers, and  third-party  payers  with  valid  infor- 
mation in  order  to  balance  considerations  of 
clinical  value  and  economic  impact  in  patient  care 
management. 

Design 

1.  Drugs  evaluated  — The  Warfarin  proto- 


A  L 


col  called  for  an  initial  10  mg  dose  given  post- 
operatively, to  follow  with  5 mg  per  day.  This  sim- 
plification may  underestimate  the  cost  of  Warfarin 
because  additional  costs  could  be  incurred  if 
dosage  adjustments  and  additional  monitoring 
were  needed  for  those  patients  whose  PT  and/or 
PTT  levels  were  not  within  the  desired  range.  The 
protocol  for  Enoxaparin  included  30  mg  twice  a 
day,  starting  in  the  immediate  post-operative 
period.  For  the  purposes  of  this  study  it  was 
assumed  that  the  efficacy  and  safety  of  either 
regimen  were  identical. 

2.  Length  of  treatment  — Prophylaxis  was 
started  within  12  hours  post-operatively  and 
continued  through  the  inpatient  and  outpatient 
periods,  for  a total  of  15  days.  This  length  of 
therapy  was  determined  based  on  the  following 
factors:  (A)  The  peak  incidence  of  DVT  has  been 
reported  to  occur  between  days  5 and  10  following 
either  total  hip  or  knee  replacement  surgery,^^  and 
(B)  Although  the  formal  recommendations  are  6 
weeks  of  treatment  after  total  knee  replacement^ 
and  no  formal  agreement  exists  after  total  hip 
arthroplasty,  most  experts  agree  that  prophylaxis 
after  total  joint  replacement  (hip  or  knee)  should 
be  continued  until  the  patient  is  spending  the 
majority  of  his/her  day  ambulating  with  or  without 
external  aides.'^  ’*’^^  Recognized  specialists  on  DVT 
prophylaxis  recommend  10  to  20  days.^'  Of  the 
total  15  days,  the  prophylaxis  was  administered 
while  in  the  hospital  for  the  first  3 days,  followed 
in  the  outpatient  (home)  setting  for  the  remaining 
12  days,  based  on  the  current  average  discharge 
from  the  hospital  (between  days  3 through  6).^^ 

3.  Laboratory  Data  — For  the  Warfarin 
protocol  the  evaluation  included  daily  PT  and  PTT 
during  the  inpatient  stay;  PT  every  3 days  and  PTT 
once  a week  in  the  outpatient  period;  complete 
blood  counts,  including  platelets  (CBCs)  were 
monitored  once  before  discharge,  and  then  once  a 
week  in  the  outpatient  setting.  Enoxaparin  prophy- 
laxis called  for  CBCs  once  in  the  inpatient  setting 
before  discharge,  then  twice  (once  a week)  during 
the  outpatient  period.  The  rationale  behind  this 
monitorization  protocol  was  based  on  the 
following  factors:  (A)  The  close  monitorization 
required  in  order  to  detect  any  post-operative 
bleeding.  (B)  Although  the  PTT  is  normally  used 
to  monitor  therapy  with  unfractioned  heparin,  a 
sizable  subset  of  patients  (19.3%)  on  Warfarin 
prophylaxis  are  prone  to  post-operative  bleeding 
(26.3%)  due  to  abnormal  elevations  of  their  PTT 
(greater  than  50  seconds),  whereas  the  control  PT 
value  is  in  the  desired  range.  Those  patients 
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Table  1.  Warfarin  Prophylaxis 

Mean  Cost  ($) 

Cumulative  Cost  ($) 

Inpatient: 

2.00  X 5 doses 

1 0 mg  po  post-op 

10.00 

5 mg  po  qd  X 3 days 
PT  qd  X 3 days 

31.63  X 3 

94.89 

PTT  qd  X 3 days 

41.27  X 3 

123.81 

CBC  qd  X 3 days 
Outpatient: 

40.26  X 3 

120.78 

5 mg  po  qd  X 12  days 

11.19/12  doses 

11.19 

PT  q 3 days 

23.16  X 4 

92.64 

PTT  q week 

34.33  X 2 

68.66 

CBC  q week 

29.58  X 2 

59.16 

Home  Care  q 3 days 

97.66  X 4 

390.64 

Total:  971.77 

po  = orally;  qd  = every  day;  PT  = 

Prothrombin  Time;  PTT 

= Partial  Thromboplastin 

Time;  CBC  = Complete  Blood  Count,  including  Platelets;  q = 

every. 

Table  2.  Enoxaparin  Prophylaxis 

Mean  Cost  ($) 

Cumulative  Cost  ($) 

Inpatient: 

30  mg  s.c.  bid  X 3 days 

37.91  X 6 doses 

227.46 

CBC  X 1 day 

40.26 

40.26 

Outpatient: 

30  mg  s.c.  bid  X 1 2 days 

403. 1 8/24  doses 

403.18 

CBC  q week 

29.58  X 2 

59.16 

Home  Care  q week 

97.66  X 2 

195.32 
Total:  925.38 

s.c.  = subcutaneously;  bid 

= 2 times  a day;  CBC 

= Complete  Blood  Count, 

including  Platelets;  q = every. 

demonstrating  an  abnormal  response  to  warfarin 
therapy,  as  manifested  by  a significant  elevation  of 
the  PTT,  are  clearly  at  an  increased  risk  of  post- 
operative hemorrhage.  Based  on  their  study, 
Paiement  et  aP®  formally  recommended  routine 
monitoring  of  Warfarin  therapy  by  the  PTT  as  well 
as  the  PT  in  the  first  7 to  10  post-operative  days.  (C) 
Moderate  thrombocytopenia  has  been  reported  in 
1.9%  of  patients  receiving  Enoxaparin,  therefore 
periodic  monitoring  of  CBCs,  including  platelets, 
are  recommended  as  a routine  procedure. 

4.  Home  Health  Services  — Included  a 
skilled  nursing  visit  and  blood  drawing. 

Methods 

The  costs  of  drugs,  laboratory,  and  home  health 
services  represent  the  consumer’s  perspective, 
therefore,  they  illustrate  the  actual  charges  for  the 


respective  services  supplied  (inpatient  pharmacy 
and  laboratory,  outpatient  pharmacy  and  labora- 
tory, and  home  care  agency).  The  consideration 
of  drug  acquisition  costs  and  providers’  specific 
agreements  were  disregarded  for  the  purposes  of 
simplification  and  standardization  in  this  study. 
This  investigator  opted  for  the  dollar  figure  from 
the  consumer’s  standpoint  since  it  represents  the 
actual  cost  of  medical  care  called  upon  society  as 
a whole.  Costs  for  all  data  variables  were  deter- 
mined through  surveying  three  different  providers 
for  each  service  and  obtaining  the  mean  value  for 
each  category.  All  providers  were  located  within 
the  Louisville,  Kentucky,  metropolitan  area.  Data 
gathering  took  place  during  October  1996. 

Results  and  Conclusions 

The  results  of  this  economic  model  (see  Tables  1 
and  2)  indicate  that  Enoxaparin  ($925.38)  was 
slightly  less  expensive  than  Warfarin  ($971.77)  for 
the  prevention  of  DVT  after  total  joint  replacement, 
when  all  the  costs  associated  with  therapy  were 
considered.  Based  on  these  results  the  small 
difference  in  cost  should  not  affect  the  choice  of 
drugs  used;  therefore,  in  this  investigator’s  opinion, 
clinical  factors  alone  should  influence  the  decision 
on  which  prophylactic  regimen  is  to  be  utilized  in 
each  individual  patient. 

The  author  encourages  the  reader  to  exercise 
caution  when  interpreting  these  results  due  to  the 
bias  introduced  with  the  assumptions  that  have 
been  made.  Additionally,  there  are  also  possible 
questions  about  the  ability  to  generalize  these 
results  to  other  clinical  settings.  Notwithstanding 
these  reservations,  this  economic  evaluation  sup- 
plies valid  information  for  health  care  providers  in 
the  aforementioned  community  in  order  to 
balance  clinical  and  financial  considerations  in 
venous  thromboembolism  prophylaxis  after  total 
joint  replacement.  Further  studies  in  specific 
clinical  settings  and  individual  health  care  markets 
may  be  required  to  assist  in  the  development  of 
protocols  for  patient  care  management. 


Discussion 

Two  important  observations  need  to  be  kept  in 
mind  when  analyzing  pharmacoeconomic 
evaluations.  First,  from  the  economic  standpoint, 
the  rapid  changes  in  healthcare  that  are  taking 
place  today  are  likely  to  affect  the  overall  costs  of 
care  through  the  integration  of  health  care  services 
and  the  development  of  agreements  between 
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providers,  including  physicians,  hospitals,  the 
pharmaceutical  industry,  and  ancillary  services. 
Second,  from  the  clinical  standpoint,  using 
economic  models  to  assist  in  the  development  of 
practice  guidelines  is  a necessary  evil  in  this  era  of 
cost-containment.  By  doing  so  the  medical 
community  runs  the  risk  of  placing  more  emphasis 
on  cost-avoidance  than  on  clinical  outcomes. 
Physicians  need  to  be  reminded  that  treatments 
should  be  individualized  according  to  specific 
clinical  risk  factors  in  each  patient,  and  play  a key 
role,  along  with  other  professionals,  in  the 
development  and  implementation  of  universal 
protocols  for  medical  treatment.  This  investigator 
gladly  is  surprised  with  the  fact  that  this  is  already 
a reality  in  some  parts  of  the  country.^® 
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The  Problem  With  Assumptions 


at  the  data  support  is 
the  overwhelming  power  of 
the  doctor-patient  relationship, 
an  inherently  non-economic 
relationship,  which  creates 
and  nurtures  everything  that 
supports  and  underpins  the 
delivery  of  health  care  in 
this  country’^ 


I recently  encountered  an  essay  which 
quoted  the  philosopher  Karl  Popper 
and  discussed  what  he  described  as 
“pre-scientific”  thinking.  In  its  most 
simplistic  construct,  this  type  of 
thought  involves  beginning  with  a 
conclusion  and  then  commencing  a 
search  for  data,  which  supports  that 
preconceived  perspective.  The  essay 
strongly  argued  the  fact  that  too  much 
of  our  current  public  discourse 
involves  just  this  type  of  thinking.  While 
the  examples  cited  therein  were  largely 
geopolitical,  much  the  same  argument 
can  be  made  about  the  current  quality 
of  discussion  in  the  health  care  arena. 

When  we  listen  to  claims  that 
health  care  costs  are  rising  beyond 
acceptable  percentages  of  GNP  and 
beyond  control,  an  argument  is  being 
made  that  there  is  a finite  demand  and 
supply  for  health  care  services.  If  one 
begins  with  this  argument,  it  becomes 
easier  to  understand  how  the  argument 
for  capitation,  restricted  access,  and 
frank  rationing  of  services  can  be 
made.  One  can  simply  blame 
excessive  provider  costs,  unfettered 
pharmaceutical  profits,  insurance 
company  rapacity,  and  medical-legal 
constraints  for  the  excessive  costs  of 
care.  Yet,  if  the  data  are  fairly  analyzed, 
the  removal  of  the  aforementioned 
sources  of  blame  only  temporarily 
impacts  the  overall  cost  of  health  care 
in  this  country.  What  the  data  support 
is  medicine’s  seemingly  limitless 
capacity  to  create  and  implement  new 
and  effective  medical  technology  and 
our  society’s  equally  apparent  demand 
for  its  benefits. 

In  the  political  arena,  medicine 
as  a profession  has  frequently  spent 
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significant  human,  political,  and 
economic  capital  in  the  defense  of 
specific  formulas  for  physician 
compensation.  The  debate  pivoted 
on  the  conclusion  that  physicians 
deserved  certain  reimbursement  levels 
by  virtue  of  their  lengthy  education, 
malpractice  exposure,  burdensome 
overhead,  and  clinical  judgement.  It 
became  easy  for  our  opponents  to 
counter  these  arguments  by 
pinpointing  the  taxpayer  subsidization 
of  a large  amount  of  medical 
education,  the  relative  lack  of  data 
supporting  much  of  medical  decision- 
making, the  relative  levels  of  physician 
salaries,  and  the  ability  of  non- 
physician providers  to  fulfill  some 
aspects  of  the  physician’s  purportedly 
exclusive  role.  What  the  data  support  is 
the  overwhelming  power  of  the  doctor- 
patient  relationship,  an  inherently  non- 
economic relationship,  which  creates 
and  nurtures  everything  that  supports 
and  underpins  the  delivery  of  health 
care  in  this  country.  When  physicans 
have  couched  their  arguments  for  or 
against  certain  reimbursement  policies 
in  the  context  of  its  impact  on  the 
patient  and  enlisted  patient  support  for 
that  position  (“drive  through 
deliveries,’’  for  example),  the  economic 
impact  to  physicians  has  often  been 
favorable  and  the  impact  on  patient 
care  has  been  positive. 

In  medical  education,  there  has 
been  a long-standing  desire  to  allocate 
medical  specialty  training  slots  to 
coincide  with  projected  manpower 
needs.  The  argument  assumes  a static 
delivery  system,  immutable  spectrum 
of  disease,  and  a limited  capacity  for 
physician  training.  Then  we  encounter 
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at  the  data  support  is 
medicine's  seemingly  limitless 
capacity  to  create  and 
implement  new  and  effective 
medical  technology  and  our 
society's  equally  apparent 
demand  for  its  benefits’’ 


a system  of  health  care  which  becomes 
more  and  more  successfully 
regionalized  and  technologically 
integrated,  life  expectancy  lengthens 
and  HIV  disease  appears  along  with 
an  attendant  demand  for  geriatricians 
and  infectious  disease  specialists, 
and  specialty-trained  physicians 
successfully  incorporate  new  practice 
techniques  and/or  retrain  in  response 
to  technological  developments  and 
market  pressures.  What  the  data 
support  is  the  need  to  select  and  train 
the  best  and  brightest  candidates 
possible  to  confront  a turbulent  and 
changing  medical  future. 

As  medical  students  we  were 
challenged  to  learn  to  take  a history 
in  detail  and  perform  a meticulous 
physical  exam.  As  residents  we 
developed  the  capacity  to  take  that 
database  and  apply  it  to  patient 
management.  As  practitioners  we  strive 
to  hone  the  diagnostic  elegance  and 
therapeutic  acumen  required  of  us  to 
appropriately  care  for  our  patients. 
None  of  these  endeavors  involves  “pre- 
scientific”  thinking.  They  require  our 
open  minds  and  hearts  to  see  what  is 
before  us  and  to  do  what  we  conclude 
to  be  of  most  benefit  to  our  patients.  To 
the  matters  confronting  our  profession 
today,  we  should  and  must  apply  the 
same. 

Daniel  W.  Varga,  MD 
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State  of  the  State  Alliance 


The  story  I began  telling  you,  when  1 
stood  before  you  almost  a year  ago 
at  my  installation  as  73rd  President 
of  Kentucky  Medical  Association 
Alliance,  has  grown.  It  includes  what 
we  do  at  Kentucky  Medical  Association 
Alliance.  We  are  caring  physicians’ 
spouses  who  are  proactive  voices  of  the 
Kentucky  Medical  Association  in  the 
community. 

This  year’s  story  is  of  a visionary 
approach  for  the  Focus  ’97-’98,  where 
we  integrated  Health  Promotion-SAVE, 
Legislation,  and  AMA-ERF  into  a 
membership  development  tool. 

Focus  ’97-’98  SAVE  is  a joint 
campaign  to  stomp  out  violence  from 
our  communities  since  1995  when 
Kentucky  Medical  Alliance  joined 
American  Medical  Association 
Alliance.  The  project  SAVE  is  an 
acronym  for  Stop  America’s  Violence 
Everywhere.  With  the  help  of  many 
generous  contributors  and  supporters — 
• Kentucky  Medical  Association, 

Public  Education  Committee 
• Kentucky  Cabinet  for  Health 
Services,  Department  for  Public 
Health,  Frankfort 
• Trover  Foundation 
• Family  Advocacy  Center  — Hopkins 
County,  Health  Department 
• Pike  County  Domestic  Violence 
Board 

• Southern  Medical  Association 
Auxiliary,  Health  Education 
• Donation  to  Honor  State  Kentucky 
PTA  Volunteers  Where  Children 
Come  First 
• Perry  County 

• Donation  to  Honor  KMA  Alliance 
Volunteers  Working  in  Coalition  with 
Organization  for  Quality  Health  Care 
of  Children  & Families  Across  the 
Commonwealth 

• AMA  Alliance  by  giving  a discount 
• All  Organized  County  Alliances 


thousands  of  dollars  were  raised,  a 
substantial  discount  was  given  by 
American  Medical  Association 
Alliance,  and  a one  time  large  order  for 
the  project  was  placed. 

The  project  provided  80,000  each 
of  “1  Can  Choose”  Booklets  and  “Hands 
Are  Not  For  Hitting”  Place  Mats  which 
were  distributed  to  kindergarten 
through  3rd  grades  in  the  public 
schools  for  all  organized  and  some 
unorganized  counties  in  the  state. 

These  two  publications  are  aimed  at 
teaching  children  conflict  resolution 
skills  without  resorting  to  violence. 

In  the  month  of  March,  the 
Medical  Alliance  Month/Doctor’s  Day 
Month,  the  above  publications  were  in 
the  hands  of  children  with  the  help  of 
Alliance  members,  school  health 
nurses,  health  coordinators, 
counselors,  teachers,  and  parents. 
Three  hundred  and  seventeen  public 
schools  in  the  following  counties  with 
K-3  children  have  received  the 


publications: 

Daviess 

McCraken 

Jefferson 

Webster 

Perry 

Trigg 

Caldwell 

Christian 

Hopkins 

McLean 

Fayette 

Harrison 

Pulaski 

Muhlenberg 

Crittenden 

Madison 

Henderson 

Calloway 

Boyd 

Ohio 

Northern  Kentucky 

Pike 

Todd 

Union 

Warren 

Franklin 

Kentucky  Medical  Association 
Alliance  is  represented  on  the 
following: 

1 . Governor’s  Advisory  Council, 
Kentucky  Incentive  Project  on 
Substance  Abuse  Prevention 

2.  Kentucky  Action  Executive 
Committee 


Aroona  Dave 


3.  Kentucky  Coalition  of  School  Health 

4.  Kentucky  Association  of  School 
Health 

We  were  able  to  organize  Madison 
County  Medical  Society  Alliance  and 
all  the  members  are  excited  about 
having  SAVE  Program  in  their  county 
schools. 

Madison  County  Medical  Society 
Alliance  has  invited  their  prospective 
members  to  their  membership  drive. 
The  counties  that  have  potential  to  be 
organized  have  dues-paying  members 
as  their  contact  people. 

Our  story  was  told  to  the 
prospective  members  through  our  new 
Membership  Brochure.  Hundreds  of 
them  learned  accurately  what  we  do  at 
the  Alliance.  President  of  Resident 
Physicians’  Spouse  Group  was  able  to 
attend  the  AMA  Alliance’s  Leadership 
Confluence  at  Drake,  Chicago,  along 
with  eight  county  Presidents-Elect. 

Our  story  resounded  the 
Commonwealth  of  Kentucky,  when 
upon  our  request.  Governor  Paul 
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Patton  signed  a proclamation  declaring 
October  8th,  1997  SAVE  Today  day.  Our 
legislative  Vice-President,  Angie 
DeWeese,  was  with  almost  60  Alliance 
Members  able  to  attend  “A  Day  At  The 
Capitol”  — a legislative  session 
sponsored  by  Kentucky  Medical 
Association.  A legislation  requiring 
addition  of  language  in  marriage 
license  dealing  with  reduction  of 
domestic  violence  was  introduced  in 
the  General  Assembly.  An  Anti-Tobacco 
Resolution  shall  be  introduced  in  the 
Kentucky  Medical  Association  Alliance, 
House  of  Delegates. 

Many  members  across  the  state 
made  membership  a major  issue  and 
as  a result  of  this  effort,  we  hope  to 
reach  our  goal.  American  Medical 
Association  Educational  Research 
Foundation  was  efficiently  put  before 
all  concerned  by  our  President-Elect 
Nominee,  Carolyn  Daley,  and  we  have 
a successful  story  to  tell  you. 

Past  years’  achievements  are  the 
sum  of  caring,  courage,  hard  work,  and 
cooperation.  1 commend  our  Board 
Members,  County  President/Presidents- 
Elect  who  have  shown  unusual  juggling 
skills  in  being  able  to  balance 
family/social  commitments  and  being 
volunteers  for  Kentucky  Medical 
Association  Alliance. 

We  will  be  concluding  the  past 
years’  story  at  the  75th  celebration  at 
the  Annual  Convention,  Madisonville, 
Kentucky,  on  April  20-22,  1998. 
Capturing  one’s  hopes  and  vision  and 
turning  it  into  the  reality  is  what  all  the 


L I A N C E 


members  across  the  state  have  done 
this  year  through  all  the  projects/ 
programs  and  public  relations  in  the 
community.  Seminar  on  Media 
Violence  by  nationally  known  speaker. 
Dr  David  Walsh,  will  be  open  to  area 
health  coordinators,  school  health 
nurses,  and  health  providers. 

As  we  leave  the  legacy  of  75  years 
of  excellence  for  the  future  leaders, 
the  story  of  the  past  year  will  continue 
when  following  officers  for  1998-99 
are  installed  by  American  Medical 
Association  Alliance’s  Secretary 
Ann  Hansen: 

Jan  Crase  (Mrs  James),  President 
Carolyn  Daley  (Mrs  G.I.),  President- 
Elect 

Kathy  Cavanaugh  (Mrs  Kevin),  Vice 
President,  Membership 
Development 

Angie  DeWeese  (Mrs  Bob),  Vice 
President,  Legislative  Affairs 
Vicky  Borders  (Mrs  Jack),  Vice 
President,  AMA-ERF 
Audrey  Carter  (Mrs  Keith),  Vice 
President,  Health  Promotion 
Nancy  Bunnell  (Mrs  Thomas), 
Secretary,  Promotion 
Kaye  Florence  (Mrs  Joseph),  Treasurer 
1 recommit  my  support  and 
cooperation  to  our  future  leaders  and 
the  future  of  this  organization.  As  we 
have  told  our  story  to  the  organizations 
with  whom  we  have  worked  in 
coalition  this  year,  the  circle  of 
possibilities  has  been  widened. 

With  eternal  hope,  deep 
understanding,  and  proactive  attitude,  1 


can  say  that  we  are  on  our  way  to  the 
next  millennium.  We  are  fortunate  to 
have  the  cooperative  and  supportive 
staff  and  leadership  at  our  parent 
organization,  the  American  Medical 
Association  Alliance.  Our  special 
relationship  with  Southern  Medical 
Association  is  most  valued. 

1 would  like  to  give  my  heartfelt 
thanks  to  the  members  of  the  Staff  of 
the  Kentucky  Medical  Association,  my 
second  family,  as  I come  to  the  close  of 
my  term.  They  have  demonstrated 
efficiency,  understanding,  and 
professionalism.  1 could  not  have  done 
it  without  the  encouragement, 
understanding,  and  support  of  my 
dearest  Uday,  Nish,  Manisha,  and 
Christopher,  and  my  entire  medical 
family. 

As  1 have  traveled  through  the 
State  at  county  Alliance  meetings,  1 
have  been  overwhelmed  by  the  love, 
support,  and  warmth  from  everyone. 

I would  be  remiss  if  1 did  not 
mention  those  who  came  before  me  for 
their  ‘CARING’!  My  best. 

Fondly, 


Aroona  Dave,  President 

Kentucky  Medical  Association  Alliance 

1997-98 
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A Real  Doctor 


I am  often  approached  by  medical, 
legal,  and  other  groups  to  give  public 
addresses  regarding  my  and  my 
colleagues’  practice  of  forensic 
pathology,  for  a certain  fascination 
with  all  things  forensic  has  been  with 
our  society  for  a long  time.  Given  the 
high  profile  nature  of  many  recent 
murder  trials,  it  should  not  strike  the 
reader  as  surprising  that  everyone 
from  medical  associations  to  bar 
associations  to  the  Rotary  Club  wants 
to  have  a speaker  wax  eloquently  over 
a lunch  meeting  on  medical  examiner 
work.  Such  popular  interest  is  not 
without  precedent;  even  at  the  turn 
of  this  century,  Americans  were 
fascinated,  as  now,  with  courtroom 
procedure  and  the  role  of  scientific 
evidence  in  the  prosecution  of 
criminal  cases. 

We  forensic  pathologists  are,  1 
must  declare,  an  oft-misunderstood  lot, 
not  only  by  the  public,  but  also  by  our 
own  medical  colleagues.  Many  times  1 
have  been  called  by  a high  school  or 
college  student  wanting  to  know  if  the 
course  of  study  to  become  a medical 
examiner  is  one  or  two  years.  The 
disappointment  he  or  she  registers  is 
palpable  when  1 reply  that  after  four 
years  of  college,  four  years  of  medical 
school,  five  years  of  residency  training 
in  anatomic  and  clinical  pathology, 
and  a year  of  fellowship  in  forensic 
pathology,  one  then  assumes  the 
sobriquet  of  medical  examiner.  The  fire 
and  enthusiasm  in  the  young  man  or 
woman’s  voice  on  the  other  end  of  the 
line  often  deflates  quickly,  and  hasty 
good-byes  are  muttered. 

As  noted  above,  many  colleagues 
are  not  quite  sure  of  what  we  do  either. 
My  two  brothers,  an  obstetrician  and 
pediatric  ophthalmologist,  are  wont  to 
ask,  “Well,  you  know  he  was  shot;  why 
do  you  have  to  do  an  autopsy?”  1 
patiently  explain  to  them,  as  1 have  to 
civic  groups  as  well  as  agencies  in 
charge  of  funding  the  various  medical 
examiner  programs  with  which  1 have 
been  associated,  that  the  cause  of 
j death  is  only  a small  part  of  the 


E R TO 
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postmortem  examination,  a procedure 
encompassing  everything  from  scene 
investigation  to  autopsy  and  beyond, 
with  collation  of  investigative  and 
medical  data  in  an  attempt  to  not  only 
explain  the  cause  of  death,  but  also 
the  manner  of  death  (natural,  accident, 
suicide,  homicide),  mechanisms  of 
death,  and  circumstances  surrounding 
death.  Often,  procurement  of  evidence, 
such  as  a firearm  projectile  or 
fingernail  scrapings,  can  be  the 
linchpin  of  the  successful  prosecution 
of  a murder.  I’m  fond  of  telling 
legislators  that  since  a murder  trial  can 
cost  over  $1,000,000  to  stage,'  it 
behooves  the  medical  examiner’s  office 
to  have  available  adequate  resources.  It 
is  a battle  that  many  medical  examiner 
programs  fight  continuously,  for  death 
is  not  a favorite  topic  of  discussion  in 
many  political  offices,  and  as  one 
member  of  congress  told  me  years 
ago,  “Dead  people  don’t  vote.”  My 
immediate  retort;  “Their  relatives  do, 
however.”  It  is  an  argument  that 
sometimes  is  accepted,  sometimes  not. 
We  are  fortunate  in  Kentucky  to  have 
the  stewardship  of  the  Division  of 
Medical  Examiner  Services  in  capable 
hands,  hands  which  articulately 
procure  for  the  Commonwealth  the 
necessary  resources  for  performing  our 
necessary  duties. 

On  an  early  Autumn  Saturday,  one 
of  those  clear,  bright  days  in  which  the 
beauty  of  the  Bluegrass  is  enough  to 
bring  a tear  to  the  eye,  I had  three 
cases  to  perform  from  various  parts  of 
Central  and  Eastern  Kentucky,  our 
office’s  bailiwick.  The  three  were  quite 
representative  of  the  caseload  with 
which  we  deal.  The  first  examination 
of  the  day  was  an  accidental  death,  a 
young  teenager  who  was  driving  home 
drunk  from  a Friday  night  party  and 
lost  control  of  his  automobile,  killing 
himself  and  severely  injuring  another. 
The  second  was  a victim  of  homicide,  a 
middle-aged  woman  whose  partner 
beat  her  with  a blunt  object.  The 
third  was  a suicide,  a young  woman, 
distraught  over  recent  losses,  who  shot 


D I T O R 


herself  in  the  chest.  All  in  all,  it  was  not 
an  unusual  day  for  our  office  in 
Frankfort,  where  we  perform 
approximately  800  postmortem 
examinations  per  year. 

I have  often  proclaimed,  to  the 
consternation  of  some  and  the  delight 
of  others,  that  were  it  not  for  drunk 
driving  and  easy  access  to  firearms, 
our  caseload  would  be  half  its  current 
level.  Put  another  way  by  my  Vermont 
friend,  author  Archer  Mayor,  originator 
of  the  Joe  Gunther  mystery  series,  “All 
your  work  comes  down  to  the  ‘Four 
L’s’:  Liquor,  Loot,  Lunacy  and  Lust.” 
Well  put,  it  is  an  aphorism  which  is 
as  easily  applied  to  policework, 
emergency  departments,  and  trauma 
surgery,  all  sister  professions  which 
have  much  common  ground  with 
forensic  pathology. 

I love  my  profession,  a claim 
which  may  seem  morbid  to  some,  but 
I must  profess  that  while  a certain 
intellectual  pleasure  is  gained  from 
performing  a good  dissection,  it  is  the 
autopsy  as  springboard  that  interests 
me  most;  that  is,  it  is  what  we  do  with 
the  autopsy  that  matters.  We  gather 
data  regarding  those  things  that  cause 
morbidity  and  mortality  for 
Kentuckians,  we  procure  evidence 
for  court,  we  teach,  we  contribute  to 
health  research;  in  other  words,  we  are 
physicians  dedicated  to  the  public’s 
health.  I used  to  bristle  when  one  of  my 
brothers  or  colleagues  would  say,  “Why 
don’t  you  want  to  be  a ‘real’  doctor.”^'^ 
Happy  with  my  choice,  I now  laugh, 
knowing  that  while  the  patients  I 
directly  serve  are  deceased,  I also  serve 
a broad  constituency  of  relatives  of  the 
deceased,  medical  professionals,  legal 
professionals,  organ  procurement 
agencies,  and  others.  I routinely  speak 
with  more  numbers  and  a wider  variety 
of  individuals  than  I did  when  I was  a 
clinical  physician,  and  I often  find 
myself  in  a unique  position  to  offer 
that  most  precious  of  gifts  that  any 
physician,  any  human  being,  can  give: 
peace  of  mind.  Peace  of  mind,  whether 
it  comes  from  telling  the  mother  of  an 
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infant  dead  of  Sudden  Infant  Death 
Syndrome  that  there  was  nothing  she 
did  or  didn’t  do  that  could  have 
changed  things,  to  telling  the  relative 
of  a murder  victim  that,  given  my 
examination  of  the  deceased,  I can  say 
with  certainty  that  he  or  she  did  not 
suffer.  The  look  of  palpable  relief  on 
the  faces  of  these  loved  ones  is  a sight 
to  behold,  and  such  interactions  can 
often  be  a reaffirmation  of  our  basic 
reasons  for  desiring  to  become 
physicians  in  the  first  place. 

We  are  but  cogs,  albeit  important 
ones,  in  the  machinery  of  the  investi- 
gation of  sudden,  unexpected,  and 
violent  death  which  befalls  citizens  of 
our  Commonwealth.  As  is  true  of  any 
specialty  in  medicine,  however,  it  is  not 
being  part  of  any  machinery  that  offers 
the  truest  joy  in  one’s  profession,  rather, 
it  is  the  personal  communication: 
whether  with  families  of  the  deceased, 
fellow  medical  colleagues,  law 
enforcement  officials,  attorneys  (be 
they  prosecution  or  defense),  organ 
procurement  officials,  or  any  other 
interested  party,  it  is  through  this 
human  connection  that  I feel  my  truest 
fulfillment  as  a physician,  or,  in  the 
words  of  my  two  brothers,  as  “a  real 
doctor.” 

Gregory  J.  Davis,  MD 
Department  of  Pathology  and 
Laboratory  Medicine 
University  or  Kentucky  College  of 
Medicine 

Office  of  the  Associate  Chief  Medical 
Examiner 

Commonwealth  of  Kentucky 
1 00  Sower  Boulevard,  Suite  202 
Frankfort,  KY  40601-8272 
phone:  502-564-4545 
fax:  502-564-1699 
Email:  gjdavis@pop.uky.edu 

References 

1.  Personal  communication,  Thomas  R.  Keith, 
District  Attorney,  21st  Prosecutorial  District, 
State  of  North  Carolina. 

2.  Inoshita  T.  The  education  of  a pathologist, 

Ann  Intern  Med.  1992;1 17:608. 

3.  Davis  GJ,  Lantz  PE.  Pathologists  are  doctors. 
Ann  Intern  Med.  1993;1 18:575. 


vmn  sIiokIrs  quit 

Within  20  minutes  of  smoking  that  last 
cigarelte,  the  body  begins  o series  of  ^ 
changes  that  continues  for  years. 


20  MINUTES 

• Blood  pressure  drops  to 
normal 

• Pulse  rate  drops  to  normal 

• Body  temperature  of  hands 
and  feet  increases  to  normal 

8 HOURS 

• Carbon  monoxide  level  in 
blood  drops  to  normal 

• Oxygen  level  in  blood 
increases  to  normal 

24  HOURS 

• Chance  of  heart  attack 
decreases 


1 YEAR 

• Excess  risk  of  coronary  heart 
disease  is  half  that  of  a 
smoker 

5 YEARS 

• Lung  cancer  death  rate  for 
average  former  smoker  (one 
pack  a day)  decreases  by 
almost  half 

• Stroke  risk  is  reduced  to  that 
of  a nonsmoker  5-15  years 
after  quitting 

• Risk  of  cancer  of  the  mouth, 
throat  and  esophagus  is  half 
that  of  a smoker's 


48  HOURS 

• Nerve  endings  start 
regrowing 

• Ability  to  smell  and  taste 
is  enhanced 


10  YEARS 

• Lung  cancer  death  rate  simi- 
lar to  that  of  nonsmokers 

• Precancerous  cells  are 
replaced 


2 WEEKS  to  3 MONTHS 

•Circulation  improves 

• Walking  becomes  easier 

• Lung  function  increases 
up  to  30  percent 

1 to  9 MONTHS 

•Coughing, 
sinus  con- 
gestion, 
fatigue, 
shortness  of 
breath  decrease 

• Cilia  regrow  in 
lungs,  increasing  abil- 
ity to  handle  mucus,  clean 
the  lungs,  reduce  infection 

• Body's  overall  energy 
increases 


Source:  American  Cancer  Society: 
Centers  for  Disease  Control  and 
Prevention 


• Risk  of  cancer  of  the  mouth, 
throat,  esophagus,  bladder, 
kidney  and  pancreas 
decreases 


15  YEARS 

• Risk  of 

coronary 
heart 
disease 
is  that 
of  a non- 
smoker 
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Sutton  s Law 

Jone  SA.  Orient,  MD,  and  Linda  J. 

Hacienda  Publishing,  Inc 
PO  Box  13648 
Macon,  CA  3 1208-3648 
1997;  299  pp,  $21.95 

Reviewing  a novel  instead  of 
non-fiction  changes  the  pace,  if 
not  the  importance  of  the  message. 
Mixing  medicine,  murder,  morality 
and  money,  not  only  the  m’s  come 
in  staccato,  but  also  the  story  races 
through  this  small  book  with  fury. 

EquaCare  as  the  corporate  entity 
becomes  the  malefactor,  while  the 
heroine  in  white  smock  works  through 
her  internship  with  bodies  falling  in 


Wright 


front  of  her.  Her  science  reads  through 
the  charted  data,  failing  to  equate  the 
numbers  with  the  outcome.  While  the 
DRG  profiles  and  cost  effectiveness 
reports  documented  the  good  and  bad 
economic  doctors,  other  physicians 
took  turns  at  abetting  the  plot,  or  trying 
to  uncover  what  was  wrong.  Mix  in 
some  interpersonal  gamesmanship  and 
a few  intimacies  for  the  sex  interest,  the 
reader  lives  the  words  coming  out  with 


anticipation. 

The  subliminal,  but  all  too  obvious 
message  is  that  managed  care  is 
potentially  nefarious,  and  that  today’s 
fiction  is  tomorrow’s  reality. 

With  mystery  and  plentiful 
intrigue,  this  novel  would  stand  on  its 
own  for  some  reading  evening,  but 
the  messenger  screams  that  there  is  a 
higher  meaning. 


Medical  Warrior:  Fighting  Corporate  Socialized  Medicine 

Miguel  A.  Faria,  Jr,  MD 

Hacienda  Publishing 
PO  Box  13648 
Macon,  GA  3 1208-3648 
1st  edition,  209  pp,  $23.95 


Packed  into  this  small  book,  five 
parts  use  an  historical  and  political 
perspective  to  examine  modern 
medicine.  Really  a series  of  essays, 
this  information  boils  out  of  Dr  Faria’s 
passionate  effort  to  explain  the  current 
predicaments  and  travails  for  the 
physician  in  practice.  His  aim  is  for  the 
heart  of  the  doctor  as  well  as  the  brain. 
Past  cultures,  from  the  Greek  and 
Roman  days,  to  the  more  recent 
industrial  age,  can  compare  to  the 
assaults  on  medicine  now.  If 
deteriorating  medical  ethics,  placing 
the  corporate  welfare  ahead  of  the 
patient’s  well  being  predominates, 
then  medicine  will  evolve  from  a 
benevolent,  humane  occupation,  to 


a robotic  builder  of  economic 
powerhouses. 

Reflecting  the  criticism  that  those 
who  emasculate  government  and  its 
programs  are  self  centered.  Dr  Faria 
answers  that  government  corrupts 
the  doctor  patient  relationship  and 
flourishes  by  expanding  control  over 
the  people.  That  we  the  people  do  not 
know  what  is  good  for  us  and  need 
protection  from  medical  practitioners 
makes  this  book  reading  a necessity,  if 
this  misconception  perpetuates  itself. 

Each  part  of  the  book,  starting 
with  “Lessons  from  History,”  “Medical 
Ecology,”  “Towards  Collectivism  in 
Medicine,”  “The  Role  of  Public  Health,” 
and  “Managed  Care,  Corporate 


Socialized  Medicine  and  Medical 
Ethics”  explains  this  decay,  suggesting 
that  political  immorality  and  soft  moral 
fiber  catalyze  this  reaction. 

Those  in  private  practice  medicine 
and  their  present  and  future  patients 
may  read  this  book  to  stimulate, 
exacerbate,  and  finally  construct  an 
approach  to  fighting  their  enemies. 

A bibliography,  although  brief  and 
selective,  continues  the  reader’s 
indoctrination.  With  an  index  busy  in 
names  and  references,  this  work  may 
also  be  handy  for  future  work. 

Stephen  Z.  Smith,  MD 

Book  Review  Author 
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PEOPLE 

Kenneth  S.  DeSimone,  MD,  a 

Greensburg  surgeon,  received  the 
first  annual  Norton  Hospital  Outreach 
Physician  Award  during  the  Annual 
Adult  Services  Symposium. 

The  award  recognizes  Dr 
DeSimone’s  selfless  practice  of 
medicine,  meritorious  service  to  the 
community,  consistent  advocacy  for 
outstanding  quality  patient  care  and 
dedication,  and  support  of  the  ongoing 
medical  education  process. 

John  S.  Spratt,  MD,  University  of 
Louisville  professor  of  surgery  and 
health  systems,  is  a retired  captain  in 
the  Naval  Reserve  and  a clinical 
professor  of  surgery  at  the  Uniformed 
Services  University.  Dr  Spratt  recently 
attended  the  52nd  Annual  Meeting  of 
the  Armed  Forces’  Society  of  Medical 
Consultants  at  Uniformed  Services 
University.  The  society  was  founded 
after  World  War  11  to  support  the 
maintenance  of  high  quality  in  military 
medicine. 


UPDATES 

Health  Kentucky,  Inc  Receives 
National  Award 

Health  Kentucky,  Inc  received  the  sixth 
annual  Monroe  E.  Trout  Premier  Cares 
Award  on  February  5,  1998,  during 
Premier’s  annual  Governance 
Education  Conference  in  Orlando, 
Florida.  The  award,  which  carries  a 
$50,000  cash  prize,  recognizes  an 
exemplary  effort  that  has  made  health 
services  accessible  to  the  medically 
under  served. 

J.  Scott  Judy,  executive  vice 
president  of  Health  Kentucky,  said, 
“This  national  recognition  is  for  all  the 


S O C I A T I 


generous  health  care  providers 
involved  in  the  Kentucky  Physicians 
Care  network.  They  are  on  the  front 
lines,  assuring  that  needy  Kentuckians 
receive  health  care.  We’re  glad  they  are 
receiving  some  deserved  national 
recognition.” 

Health  Kentucky,  Inc  is  a non- 
profit, educational  and  charitable 
organization  designed  to  help  needy 
Kentuckians  obtain  access  to  quality 
health  care.  Formed  in  1984  as  the 
Kentucky  Health  Care  Access 
Foundation,  Health  Kentucky,  Inc 
currently  sponsors  the  Kentucky 
Physicians  Care  network  (KPC).  This 
statewide  “safety  net”  of  care  provides 
no  cost  health  care  services  to 
uninsured  Kentuckians  with  incomes 
below  the  federal  poverty  level. 
Originally  offering  hospital  and 
physician  services,  the  network 
consisting  of  volunteer  health  care 
providers  has  been  expanded  to 
include  dental,  pharmaceutical,  home 
health,  and  hospice  care  at  no  charge 
to  eligible  participants.  All  components 
of  the  network  are  endorsed  and  co- 
sponsored by  the  respective  state  trade 
or  professional  association. 

KPC  has  provided  an  estimated 
300,000  patient  and  physician  contacts 
estimated  at  $3.7  million.  The  total 
estimate  for  the  physician,  dental,  and 
pharmaceutical  services  donated  since 
1985  is  $5.1  million.  In  fact,  KPC  has 
been  so  successful  that  at  least  three 
other  states,  including  South  Carolina, 
Georgia,  and  Arkansas  have  replicated 
“Kentucky’s  model”  statewide,  while  45 
other  projects  in  26  states  have  used 
the  model. 

Governor  Paul  E.  Patton 
complimented  the  work  of  the 
organization  by  saying.  “The 
Commonwealth  of  Kentucky  is  very 
fortunate  and  grateful  for  Health 
Kentucky’s  commitment  to  provide 
health  care  access  to  this  state’s 
medically  under  served.  Through  its  12 
years  of  service,  this  noble  task  has 
been  successful  in  improving  the  lives 
of  indigent  Kentuckians.” 

The  Monroe  E.  Trout  Premier 


O N 


Cares  Award  is  sponsored  by  Premier, 
the  largest  health  care  alliance 
enterprise  in  the  United  States,  with 
more  than  240  owner  systems  that  own 
or  operate  some  700  institutions  and 
have  affiliations  with  another  1,000 
hospitals.  This  national  award  is  named 
in  honor  of  Monroe  E.  Trout,  MD, 
retired  chairman  and  chief  executive 
officer  of  American  Healthcare 
Systems,  which  in  1996  merged  with 
Premier  Health  Alliance  and  The  Sun 
Health  Alliance  to  form  Premier. 

Donald  C.  Barton,  MD,  a family 
physician  in  Corbin,  Kentucky,  and 
president  of  Health  Kentucky,  spoke 
about  the  KPC  program.  “To  our 
knowledge  no  one  who  has  applied 
and  qualified  for  the  program  has  ever 
been  denied  care,”  he  said.  “In  12  years 
of  service,  that  is  a remarkable 
accomplishment.” 

Those  who  are  uninsured,  in  need 
of  health  care,  and  do  not  qualify  for 
Medicaid  or  Medicare  may  call  1-800- 
633-8100  to  obtain  information  about 
being  certified  eligible  for  the 
Kentucky  Physicians  Care  Program. 

3-D  Glasses  Help  Surgeons  Look 
Inside  the  Body 

Virtual  reality  is  all  the  rage  in  some 
game  centers.  The  3-D  glasses  similar  to 
those  associated  with  the  games  now 
allow  surgeons  to  operate  inside  the 
body  without  opening  up  the  patient’s 
chest. 

University  of  Louisville  heart 
surgeon  Laman  A.  Gray,  MD,  uses 
the  glasses  in  some  heart  valve- 
replacement  surgeries.  The  glasses  are 
connected  to  tiny  cameras  and  lights, 
which  are  inserted  to  the  site  of  the 
surgery  through  small  incisions.  Dr 
Gray  says  the  images  projected  into  the 
glasses  are  far  superior  to  those 
projected  onto  a screen,  which  has 
been  the  common  medium  for  such 
procedures. 

The  glasses  allow  doctors  to 
perform  intricate  procedures  without 
fully  opening  the  body,  dramatically 
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reducing  recovery  time  and  risk  of 
infection,  he  says. 

Plastic  Screws  Eliminate  Need 
for  Second  Surgeries 

Orthopedic  surgeons  commonly  use 
metal  screws  to  hold  together  broken 
bones.  University  of  Louisville  faculty 
now  are  using  plastic  screws  that  offer 
several  benefits  — including 
eliminating  the  need  for  a second 
surgery  to  remove  the  screws. 

The  University  reports  that  unless 
removed,  the  metal  screws  stay  with  a 
patient  for  life.  The  plastic  screws 
dissolve  and  are  absorbed  into  the 
bloodstream,  and  bone  grows  back  in 
the  area  where  the  screws  had  been 
placed. 

Orthopedist  David  Seligson,  MD, 

says  since  the  plastic  screws  are  gone, 
the  chance  for  late  infection  is 
reduced,  a factor  of  particular  benefit 
to  patients  suffering  from  immune 
system  problems. 

Pap  Smears  Still  May  be  Best  for 
Finding  Cervical  Cancer 

Two  new  tests  may  help  spot  cervical 
cancer  that  otherwise  might  be  missed. 
But  the  initial  Pap  smear  still  is  the  best 
way  to  test  for  the  disease,  says  a 
University  of  Louisville  doctor. 

Dennis  M,  O’Connor,  MD,  says 
patients  can  request  the  two  new  tests, 
PAPNET  and  ThinPrep.  Both  methods 
are  effective  and  probably  a good  idea 
for  patients  at  risk  for  cervical  cancer, 
such  as  young,  sexually  active  women 
who  have  infrequent  check-ups. 
However,  women  who  aren’t 
considered  at  high  risk  and  who  see 
their  doctor  regularly  probably  don’t 
need  the  additional  tests,  he  says,  and 
a recent  study  of  military  women  and 
dependents,  published  in  the  Journal  of 
the  American  Medical  Association, 
confirmed  that  opinion,  finding 
PAPNET  offered  little  benefit  to  the 
women,  who  tend  to  be  screened 


yearly. 

Ironically,  the  women  who  would 
benefit  most  from  the  rescreening  tests 
probably  are  least  likely  to  request 
them.  That  may  change  once  insurance 
companies  start  to  cover  the  tests.  Dr 
O’Connor  said. 


NEW  MEMBERS 

Members  of  the  Kentucky  Medical 
Association  and  their  respective 
county  medical  societies  join  in  wel- 
coming the  following  new  members 
to  these  organizations. 

Barren 

Victor  L Zirilli  MD  — R 

PO  Box  1537,  Glasgow,  42142 
1981,  U of  Texas,  Galveston 

Boyle 

Peter  F Ballard  MD  — OTO 

516  Popplewell  Rd,  Danville,  40422- 
9405 

1977,  U of  Kentucky 

Christian 

Ruxandra  M D Mares  MD  — P 

PO  Box  2200,  Hopkinsville,  42241 
1971,  U of  Bucharest 

Fulton 

Thomas  J McDonald  MD  — OBG 

2002  Holiday  Lane  Ste  200,  Fulton, 
42041 

1997,  Texas  Col  of  Osteopathic  Med 

Hopkins 

Roderick  H MacGregor  MD  — FP 

200  Clinic  Dr,  Madisonville,  42431 
1973,  Dalhouse  U,  Canada 

Jefferson 

Nancy  Kubiak  MD  — IM 

1603  Greensbrook  PI,  Louisville,  40245 
1991,  Baylor  Col  of  Med 


Robert  William  Sweetman  MD  — PD 

723  Winding  Oaks  Trl,  Louisville,  40223 

1988,  U of  Health  Science,  N Chicago 

Kenton 

Jordan  C Hsu  MD  — PD 

2865  Chancellor  Dr  Ste  225,  Crestview 
Hills,  41017 
1993,  Duke 

Knox 

Charles  V Stargel  MD  — FP 

PO  Box  1 150,  Barbourville,  40906 

1990,  George  Washington  U 

Madison 

Julia  Ellen  Richerson  MD  — PD 

210  Layne  Ct  Apt  C3,  Berea,  40403 
1993,  U of  Kentucky 

Perry 

Rizwan  Ali  MD  — P 

PO  Box  7191,  Hazard,  41701 

1989,  Dow,  Pakistan 

Pulaski 

John  C Rodrigues  MD  — PUD 

1 18C  Tradepark  Dr,  Somerset,  42503- 
3427 

1982,  Topiwala  National,  India 

Rowan 

Christian  F Weigel  MD  — IM 

234  Medical  Cir,  Morehead,  40351-1 191 
1981,  St  Louis  U 

Whitley 

Glenn  M Uber  DO  — FP 

80  Woods  Point,  Corbin,  40701 

1991,  Kirksville  Col  of  Osteopathy 

In  Training 
Boone 

Allana  J Lee  DO  — FP 

Hopkins 

Jeffery  Barber  DO  — FP 

Jeffrey  Baxter  MD  — FP 

Joseph  L Chariot  MD  — FP 
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John  Joseph  Farmer  MD 

— FP 

Tate  A Grimes  MD 

— FP 

Timothy  Richard  Long  MD 

— FP 

M Steven  Payne  MD 

— FP 

Jonathan  Privett  MD 

— FP 

George  F Rovito  MD 

— FP 

Christopher  Sims  MD 

— FP 

Jefferson 

Fernando  M Akerman  MD 

— OBG 

Kenton 

Carrie  Ann  Lutz  MD 

— FP 

DEATHS 

Richard  L.  Roth,  MD 
Louisville 
1926-1998 

Richard  L.  Roth,  MD,  a retired 
neurologist,  died  February  16,  1998. 
Dr  Roth  was  a 1952  graduate  of  the 
University  of  Louisville  School  of 
Medicine  and'a  life  me'mber  of 


MA]Rl][C  Y01U[]RL 
CALENDAR!! 

Western  Regional 
Meeting 

Trustee  Districts  1,  2 , 3,  4 & 6 

Wednesday, 
April  22, 1998 

RiverPark  Center 
Owensboro,  KY 


Earn  3 Hours  CME  Credit 
Dinner  and  Program 


KMA  Annual  Meeting 
Sept  21-23  • Hyatt  Regency 
Commonwealth  Convention 
Center  • Louisville,  KY 


Impaired  Physicians  Program 

9000  Wessex  Place,  Suite  305 
Louisville,  KY  40222 

Phone:  502/425-7761 ; Fax  502/425-6871 


There  are  no  small 
victories  in  the 
fight  against  heart 
disease. 


American 

Heart 

Association 
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AWARDS  NOMINATIONS 

The  KMA  Awards  Committee  is  accepting  nominations  for  the  two  highest  awards  the  Association  presents.  The  Distinguished  Service 
Award  is  presented  annually  to  a member  of  the  Association  based  on  the  following  criteria: 

• Contributions  to  organized  medicine  (including  membership  in  county  society,  attendance  of  county  and  state  meetings,  service  on 
committees,  leadership  as  an  officer,  etc.) 

• Individual  medical  service 

• Community  health,  education  and  civic  betterment 

• Medical  research 

The  nominee  may  qualify  on  any  one  or  all  combinations  of  these  points.  Reasons  for  the  nominations  should  be  clearly  stated. 

The  Kentucky  Medical  Association  Award  is  presented  to  an  outstanding  lay  person  in  Kentucky  each  year  in  honor  of  his  or  her 
outstanding  accomplishments  in  the  field  of  public  health  and/or  medical  care. 

The  Awards  Committee  will  have  the  responsibility  to  choose  recipients  of  the  KMA  Distinguished  Service  Award  and  the  Kentucky 
Medical  Association  Award.  Any  county  society  or  individual  member  may  suggest  nominees  to  the  committee. 

The  awards  are  presented  at  the  President’s  Luncheon  during  the  annual  meeting. 


AWARD  NOMINATION  FORM 


Name: 

Address: 

Birth  Date: Place 

Marital  Status: 

Spouse’s  Name: 

Children: 


Education: 


Military: 


Membership  in  Professional  Organizations: 

^ HEW  YOaK  ACIfflEMY  OP  MtOICIHE 


m 1 6 

Membership  in  Civic  Organizations: 

USRARV 


Honors  and  Awards: 

(Describe  nominees  qualifications  and  other  pertinent  information  which  the  Awards  Committee  may  consider  in  making  its  decision. 

Name  of  Person  or  Group  Submitting  Nomination;  

Address:  


Phone:  (Home) 
(Office) 


Please  fill  in  and  rnail  to:  KMA,  Attn:  Awards  Committee,  4965  US  Hwy  42,  Ste  2000,  Louisviile,  KY  40222-6301 


□ Distinguished  Service 
Award  (Physician) 

□ KMA  Award 
(Lay  Person) 


Deadline  for  receiving  nominations  is  July  15. 


J 


CLASSIFIED 


Classified  Ads 


All  orders  for  classified  advertising  must  be 
placed  in  writing  and  will  be  subject  to 
approval  by  the  Editorial  Board.  The  right  is 
reserved  to  decline  or  withdraw  advertise- 
ments at  the  publisher’s  discretion. 

Deadline:  First  day  of  month  prior  to  month 
of  publication. 

Word  count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Rates:  $40  per  insertion  ($20  for  KMA 
members)  for  the  first  30  words;  50c  for  each 
additional  word. 

Send  advance  payment  with  order  to:  The 
Journal  of  KMA,  The  KMA  Building,  4965  US 
Hwy  42,  Suite  2000,  Louisville,  KY  40222. 


Physicians  Wanted 


PRN  PHYSICIAN  — PRN  physician  needed 
for  busy  ambulatory  care  facility.  Must  be 
Board  certified  or  Board  eligible  in 
Family  Practice.  Hours  include  weekdays 
and  Saturdays  as  needed.  No  admissions 
and  no  call.  Malpractice  insurance 
provided.  Send  resume  to  Pattie  A.  Clay 
Hospital,  Attn:  Human  Resources,  PO 
Box  1600,  Richmond,  KY  40476-2603. 


f A 

NEED  A 
SPEAKER? 

for  your  next  hospital  staff, 
county  society, 
or  other  meeting? 

Contact  Kentucky's  Impaired 
Physicians  Program 

(502)  425-7761 

V y 


Cardiology 
Electrophysiology 
Family  Practice 
Internal  Medicine 
Med/Peds 
Neurosurgery 
Ob/Gyn 
Urology 


Private  group  practice 
an(j  clinic  opportunities 
available.  All  inquiries 
highly  confiijential. 


Please  respond  to: 

ROB  GAMAGE 

BAPTIST  HEALTHCARE  SYSTEM 

4007  KRESGE  WAY,  LOUISVILLE,  KY  40207 

800-200-5099,  502-896-5059 

FAX  502-896-5097;  rgamage@bhsi.com 


BAPfiSr  HEALTHCARE  SYSTEM 


PRACTICE  OPPORTUNITIES 


Urban  and  Rural 
Locations  in 
Kentucky 


Please  Visit  Our 
I Web  Site  To  Learn 
j More  About  Fee- 
I based  Financial 
I Planning  Services. 


WWW . geweb . net /fai 


^ V ■ 

FINANCIAL 


ARCHITECTS 

INC. 


Louisville  (502)  589-1772 
Somerset  (606)  678-9164 
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CHANGING  ADDRESS? 


Please  notify  us  at  least 
two  months  in  advance. 

Send  new  address  to: 

Journal  of  the  Kentucky  Medical  Association 
The  KMA  Building 
4965  US  Hwy  42,  Suite  2000 
Louisville,  KY  40222-6301 

502.426.6200;  Fax  502.426.6877 
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APPLICATION  FOR  SCIENTIFIC  EXHIBITS 


Kentucky  Medical  Association 
1998  Annual  Meeting 

1.  Title  of  exhibit 

2.  Name(s)  of  exhibitor(s) 

Address 

Professional  title 

3.  Institution  if  other  than  exhibitor 

4.  Amount  of  backwall  footage  required 

(The  draped  booth  has  4'  side  walls.  This  footage  should  not  be  included  in  backwall  footage  required).  TABLE  DESIRED? 
(Table  2'  deep  x width  of  backwall  (footage)  ELECTRICAL  OUTLET  DESIRED? 

5.  Will  summary  printed  matter  be  available  or  obtainable  for  the  interested  physician? 

6.  Indicate  sources  of  assistance  provided  to  you  in  connection  with  this  exhibit 

7.  Has  this  exhibit  been  displayed  before?  If  so,  when  & where? 


Commonwealth  Convention  Center,  Louisville,  KY 
September  21-23 


8.  It  is  required  that  you  attach  a rough  sketch  or  photograph  and  a brief  outline  of  your  exhibit  to  include;  (a)  content  of  the  presentation 
and  (b)  the  method,  eg,  equipment  to  be  used. 

Date 

Signature  of  .Applicant 


Fill  out  and  mail  to: 

The  Kentucky  Medical  Association  welcomes  and  sup- 

RICHARD  A.  KIELAR.  MD,  Chairman 

ports  scientific  exhibits  as  a facet  of  continuing  postgrad- 

Scientific  Exhibits  Committee 

uate  education. 

Kentucky  Medical  Association 
4965  US  Hwy  42,  Ste  2000 

Applications  for  space  should  be  received  before 

Louisville,  KY  40222-6301 

June  30, 1998. 

• COMMERCIALISM,  such  as  utilizing  the  name  of  sponsoring  organization  or  facility,  either  on  the  exhibit  or  in  printed  materials,  is 
PROHIBITED. 

• KMA  provides,  without  cost  to  the  exhibitor,  one  2 ft.  table,  bracket  lights  and  a title  sign. 

• Spotlights,  view  boxes,  furniture,  decorations,  etc,  may  be  furnished  by  the  exhibitor  or  may  be  rented,  if  desired,  by  applying 
directly  to  the  George  E.  Eern  Company,  3752  Crittenden  Dr,  Louisville,  Kentucky  40209. 

• Transportation  and  erection  costs  are  the  responsibility  of  the  exhibitor. 

• Exhibit  must  be  attended  during  intermissions  to  answer  physicians’  questions.  It  is  also  desirable  to  have  someone  in  attendance 
throughout  the  program. 

• Equipment  which  will  create  noise  must  not  be  used  during  the  general  sessions  and,  at  other  times,  must  be  controlled  by  head  or 
earphones  or  a muffling  device. 

• Exhibit  must  be  dismantled  and  removed  by  8:00  PM,  Wednesday,  September  23, 1998. 

• Exhibit  space  is  strictly  limited  to  footage  and  space  allotted.  ^ exhibit  may  extend  into  the  aisle. 

Commonwealth  Convention  Center  and  the  Kentucky  Medical  Association  or  its  agents  cannot  guarantee  against  loss  or  damage  and 
will  assume  no  liability  for  damages  nor  guarantee  the  exhibitor  against  loss  of  any  kind.  The  exhibitor  agrees,  with  the  Association,  to 
be  responsible  to  the  Commonwealth  Convention  Center  for  damages  that  may  occur  as  a result  of  the  exhibitor’s  use  of  the  facility. 


lOPEN  MRI 


1.5T  High  Field 
Wide  Body, 
Short  Gantry 
MRI 


Lexington  Diagnostic 


Center 


Accommodati 


1725  Harrodsburg  Road,  Suites  D & L • Lexington,  KY  40504 
www.stairsys.com/ldcmri 

Convenient  Central  Scheduling  • (606)  278-7226  or  1-800-755-7441 
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KMIC  Stands  in  Front  of  You. 


A fter  all,  fighting  legal 
l\  battles  isn't  your  busi- 
I.  \.  ness,  it's  ours. 

When  it  comes  to  profes- 
sional liability,  Kentucky  Medi- 
cal Insurance  Company  (KMIC) 
will  be  your  shield,  defending 
you  against  non-meritorious 
claims  and  protecting  your 
reputation.  Our  experienced 
claims  staff  will  forge  ahead  in 
your  defense.  And  we'll  keep 
fighting  until  you  give  the 
consent  to  settle  a claim. 

KMIC  is  highly  rated  by 
A.M.  Best  and  Standard  & 
Poor's.  This  means  you  can  be 


confident  we  have  the  finan- 
cial strength  to  keep  you  safe, 
even  in  the  heat  of  battle. 

We're  also  guarding  your 
future  by  providing;  excellent 
hands-on  service,  fair  pricing, 
claim-free  credits,  and  nation- 
ally recognized  risk  manage- 
ment programs  that  will  help 
minimize  the  threat  of  future 
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Feeding  the  Hand 
That  Bites  You 


Approximately  25  years  ago, 
insurers  and  physicians, 
concerned  with  the  explosion 
of  non-physician  practitioners  and 
recognizing  growing  demands  upon 
the  health  delivery  systems,  recom- 
mended that  licensure  of  practitioners 
be  halted.  Studies  indicated  that  costs 
are  not  reduced  by  expanding  the 
practitioner  base,  and  in  fact  give 
impetus  to  rising  health  costs. 
Subsequently,  federal  and  state 
governments  began  prohibiting 
direct  reimbursement  to  non  licensed 
practitioners.  However,  certification 
was  encouraged. 

Non  physician  groups  countered 
with  a five  step  incremental  legislative 
approach.  Not  all  groups  sought  all  five 
steps. 

(1)  Certification 

(2)  Licensure  with  mandatory 
continuing  education 

(3)  Independent  practice 

(4)  Direct  reimbursement 

(5)  Prescribing  privileges 

The  ability  of  rabbits  to  procreate 
takes  a backseat  when  it  comes  to 
health  practitioners.  Beginning  in 
the  late  70s  on  up  through  the  1996 
Kentucky  General  Assembly,  a host  of 
practitioners  lobbied  the  legislature 
for  recognition  or  practice  expansion 
including:  Athletic  Trainers, 
Audiologists,  Chiropractors,  Clinical 
Social  Workers,  Dieticians,  Emergency 
Medical  Technicians,  Hearing  Aid 
Specialists,  Marriage  and  Family 
Counselors,  Massage  Therapists, 

Mental  Health  Counselors,  Mid-level 
Practitioners  (yes,  there  exists  such 


a practitioner  in  Kentucky  law). 

Lay  Midwives,  Nutritionists,  Nurses 
including  Registered  Nurses,  Advanced 
Registered  Nurse  Practitioners,  Nurse 
Anesthetists,  Nurse  Assistants,  Home 
Health  Nurses,  Nurse  Midwives, 
Occupational  Therapists,  Ophthalmic 
Dispensers,  Opticians,  Optometrists, 
Paramedics,  Pharmacists,  Pharmacy 
Assistants,  Physician  Assistants, 

Physical  Therapists,  Podiatrists, 
Professional  Counselors,  Psychologists, 
Respiratory  Therapists,  School 
Psychologists,  Social  Workers, 

Speech  Pathologists,  and  Radiological 
Technicians. 

“The  beat  goes  on.”  During 
the  1998  Session  a new  group  of 
practitioners  sought  to  join  the  ever 
growing  throng.  New  groups  included 
Alternative/Non  Conventional 
Physicians,  Acupuncturists,  Clinical 
Exercise  Physiologists,  Naturopathists, 
Clinical  Nurse  Specialists,  Oriental 
Health  Practitioners,  and  Pastoral 
Counselors.  Well  established  groups 
including  Athletic  Trainers,  Marriage 
and  Family  Counselors,  Advanced 
Registered  Nurse  Practitioners, 
Pharmacists,  Occupational  Therapists, 
Optometrists,  and  Physician  Assistants 
aspired  to  expand  or  alter  their 
practice  acts. 

Traditional  arguments  for 
establishment  or  expansion  of 
practitioners  was  based  on  physician 
shortage,  enhanced  access,  and 
reduced  costs.  However,  increased 
physician  supply,  better  roads,  and 
modern  communications  have  to  a 
large  extent  addressed  most  of  these 
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Donald  R.  Stephens,  MD 


“W  e are  not  opposed  to 
professionalism  among  non 
physicians.  This  discussion  is 
about  patient  care.  Only  finite 
resources  ore  available  for 
medical  care.  Managed  care 
and  increasing  administrative 
costs  to  keep  HMOs  and  other 
entities  afloat  will  absorb 
every  single  additional  health 
care  dollar  government  and 
business  can  gin  up.’’ 


P R E 


T/ie  most  disturbing  element 
comes  from  well  intentioned 
physician  colleagues.  During 
the  1 998  Session,  KMA  was 
lobbied  by  physicians  to 
support  practice  expansion 
of  several  groups.  ” 


issues.  While  physician  shortages  exist 
in  isolated  rural  areas  and  inner  cities, 
over  supply  of  physicians  should  soon 
eliminate  even  these  concerns. 

In  1994  the  Kentucky  Nursing 
Association  listed  ARNP  practice 
locations  “by  county.”  Practice  location 
of  ARNPs  was  then  compared  to 
Kentucky  counties  considered 
“critical”  by  the  Rural  Kentucky 
Medical  Scholarship  Fund.  In  18  of  28 
critical  counties  there  were  zero  (0) 
ARNPs  practicing  in  those  counties. 
Only  10  of  252  ARNPs  or  approximately 
4%  served  in  critical  areas.  In  fact,  34% 
(86  of  256)  of  ARNPs  practiced  in 


I D E N T ' S 


Jefferson  and  Fayette  counties. 
Physician  Assistants  are  just  as  unlikely 
to  practice  in  rural  areas.  According  to 
May  1996  Board  of  Medical  Licensure 
statistics,  PAs  practiced  in  11  of  28 
critical  counties.  In  May  1996,  103  of 
262  Kentucky  PAs  practiced  in 
Jefferson  and  Fayette  counties. 

As  business  and  government 
grapple  with  rising  medical  costs,  the 
growth  of  non  physician  practitioners 
needs  to  be  studied.  In  the  1997 
Federal  Budget,  Nurse  Practitioners’ 
and  Physician  Assistants’ 
reimbursement  was  increased  to  85% 
of  Physician  fees.  While  physicians 
absorbed  the  brunt  of  Medicare 
reimbursement  reductions,  ARNPs, 
PAs,  Optometrists,  and  Chiropractors 
received  hefty  increases.  Kentucky’s 
experience  with  Medicaid  and  the 
growth  of  expenditures  for  non 
physician  services  further  enforces 
these  concerns. 

The  most  disturbing  element 
comes  from  well  intentioned  physician 
colleagues.  During  the  1998  Session, 
KMA  was  lobbied  by  physicians  to 
support  practice  expansion  of  several 
groups  including  Marriage  and  Family 
Counselors  and  Athletic  Trainers.  In 
addition  we  received  letters  from 
physicians  urging  KMA  to  support 
reimbursement  for  RNs  serving  as 


AGE 


Assistants  at  Surgery. 

We  are  not  opposed  to 
professionalism  among  non  physicians. 
This  discussion  is  about  patient  care. 
Only  finite  resources  are  available  for 
medical  care.  Managed  care  and 
increasing  administrative  costs  to  keep 
HMOs  and  other  entities  afloat  will 
absorb  every  single  additional  health 
care  dollar  government  and  business 
can  gin  up.  We  stand  at  the  crossroads 
where  physicians  may  find  themselves 
in  a raging  battle  with  a united  force  of 
non  physician  practitioners  fighting  for 
dwindling  reimbursement  dollars. 

So,  take  seriously  the  growth 
and  expansion  of  non  physician 
practitioners,  its  effect  upon  patient 
care,  and  the  future  of  medical 
practice.  Ask  yourself — Are  physicians 
over  trained  and  over  educated  in  an 
era  of  mass  changes  in  technology  and 
the  manner  in  which  medicine  is 
practiced?  These  are  simply 
perspectives  of  a country  doctor  who 
still  believes  in  the  necessity  of  medical 
school  supported  by  extensive  and 
intensive  residency  training,  high 
quality  medical  care,  and  the 
expenditure  of  the  medical  dollar  in  a 
wise  and  patient  oriented  manner. 

Donald  R.  Stephens,  MD 

KMA  President-Elect 
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NEWS  FOR  KENTUCKY  PHYSICIANS 
National  Legislative  Committee  Report 

Donald  C.  Barton  MD,  Chair 


The  AMA  has  established  several  legislative 
issues  as  priority  for  the  105th  Congress: 

• Health  care  quality  and  patient  protection 
• Fiscal  year  1999  budget 
• Fraud  and  Abuse 
• Private  Contracting 
• Physician  self  referral 
• Tobacco 

Patient  protection  is  a hot  topic  on  both 
state  and  federal  levels.  KMA  succeeded  in 
developing  and  adopting  an  extensive  package 
of  patient  protection  and  provider  fairness 
legislation  during  the  1998  Kentucky  General 
Assembly.  While  that’s  extremely  good  news,  the 
bad  news  is  that  due  to  an  exemption  provided 
under  the  ERISA  law,  the  legislation  does  not 
apply  to  all  the  people  in  Kentucky.  Presently,  the 
federal  ERISA  law  exempts,  “self  insured”  plans 
from  most  state  insurance  provisions.  The 
exemption  self  insured  plans  enjoy  from  state 
mandates  and  other  provisions  prohibits  the 
State  Insurance  Commissioner  from  intervening 
on  behalf  of  the  patient.  Perhaps  the  most 
insidious  exemption,  which  has  been  upheld  by 
the  highest  court  in  the  land,  provides  that  ERISA 
plans  are  not  liable  for  medical  decision  making. 
Representative  Norwood  of  Georgia,  a dentist, 
has  introduced  HR  2960,  which  is  cosponsored 
by  over  200  Representatives.  HR  2960  removes 
that  exemption  and  allows  a patient  or  their 
family  to  sue  self  insured  managed  care  plans 
when  decisions  lead  to  injury  or  death.  This 
provision,  commonly  referred  to  as  the  “Texas 
Law”  has  been  introduced  in  several  states.  The 
Texas  Law  is  under  attack  in  the  federal  courts. 

As  you  recall,  KMA  adopted  a Resolution  in  the 
1997  KMA  House  of  Delegates  last  year 
supporting  that  concept.  In  fact.  Senator  Ernesto 
Scorsone  of  Lexington  introduced  the  bill  in  the 
’98  Session.  On  the  downside,  AMA  is  greatly 
concerned  with  a provision  in  HR  2960  which 
expands  the  Any  Willing  Provider  concept  and  in 
turn  the  practices  of  nonphysician  providers. 

Dr  Ganske  of  Iowa  has  re-introduced  his  bill 


banning  gag  clauses  and  gag  practices.  As  you 
recall.  Republican  leadership  killed  Ganske ’s  bill 
last  Session  due  to  opposition  from  the  Chamber 
of  Commerce  and  big  business.  Senator  Kyi  has 
a companion  bill  in  the  Senate.  Other  legislation, 
including  President  Clinton's  proposal,  has 
extensive  Patient  Protections.  At  the  AMA 
Leadership  Conference  in  March,  Speaker 
Gingrich  and  President  Clinton  both  indicated 
that  some  form  of  patient  protection  would  be 
adopted  during  this  Session  of  Congress. 

The  Administration’s  1999  Budget  continues 
Clinton’s  quest  for  a single  payer  or  national 
health  system,  incrementally,  or  piece  by  piece. 
As  you  recall,  his  1998  budget  called  for  the 
Child  Health  Insurance  Program  which  was 
adopted.  Clinton  proposes  expansion  of 
Medicare  by  subsidizing  Medicare  premiums  for 
seniors  aged  62-65,  who  repay  the  subsidies 
through  a surcharge  on  their  monthly  Part  B 
premium  after  turning  65.  Seniors  aged  55-62 
would  be  allowed  to  “buy  into”  Medicare  under 
certain  circumstances.  The  AMA  is  extremely 
concerned  with  these  provisions,  especially 
when  the  long  term  solvency  of  Medicare  is 
already  a major  budgetary  issue. 

While  the  proposed  budget  does  not  call 
for  frontal  assaults  on  physician  payments,  it  uses 
a back  door  approach  by  proposing  user  fees 
for  filing  nonelectronic  claims,  duplicate  or 
unprocessable  claims,  registration  and  renewal 
participation  in  Medicare,  and  fees  for 
certification  and  recertification  surveys.  The 
accumulative  total  of  user  fees  would  exceed 
$207  million  — all  coming  out  of  physicians’ 
pockets  — one  way  or  the  other. 

The  issue  of  Fraud  and  Abuse  has  become 
politically  popular  among  both  Republicans  and 
Democrats.  The  issue  has  been  expanded  to  such 
an  extent  that  there  is  little  distinction  between 
inadvertent  errors  and  legitimate  medical 
judgments  versus  true  fraud.  The  facts  belie  some 
of  the  charges  thrown  out  in  the  political  arena. 
Physicians  and  other  professionals  reimbursed 


KMA  JOURNAL  ■ VOL  96  ■ MAY  1 998 


171 


Monitoring  ill[ 

oriF 

iflL 

UUlL 

under  Part  B won  70%  of  the  appeals 
when  carriers  initially  denied  their 
claims.  Presently,  criminal  penalties 
do  not  apply  unless  a provider  had  a 
specific  intent  to  violate  the  law.  AMA 
continues  to  urge  Congress  to  oppose 
any  attempt  to  repeal  the  “knowing 
and  willful”  intent  standard.  The  False 
Claims  Act  has  been  used  to  pursue  a 
number  of  high  profile  investigations. 
While  hospitals  have  been  the  focus 
for  these  investigations,  physicians 
will  probably  be  the  next  target.  AMA 
is  supporting  efforts  to  establish 
reasonable  thresholds  for  triggering 
the  application  of  the  False  Claim  Act. 

The  AMA  continues  to  work  with 
Senator  Kyi  to  enact  the  right  of 
patients  to  privately  contract  for 
health  care.  The  White  House, 
Democrats,  and  especially  the  AARP, 
are  opposing  the  Kyi  proposal.  Other 
issues  in  which  AMA  is  concentrating 
include  changes  in  the  federal 
physician  self-referral  laws  (Stark  1 


and  II).  On  the  regulatory  front,  AMA 
is  opposed  to  HCFA’s  proposed  rule 
that  would  eliminate  the  requirement 
that  nurse  anesthetists  be  supervised 
by  a physician  in  all  approved 
hospitals  and  ambulatory  surgical 
facilities  where  nurse  anesthetists  can 
practice  independently.  Of  course, 
the  E/M  Guidelines  continue  to  be  a 
major  issue  with  AMA  and  special 
meetings  with  all  specialty  groups  are 
planned.  The  AMA  obtained  a 6 
month  delay  in  implementation  of 
these  guidelines. 

In  conclusion,  it  is  obvious  that 
there  is  much  work  to  be  done.  It  was 
recently  reported  that  AMA  topped 
the  list  — the  number  one 
organization  in  the  US  in  terms 
of  spending  for  lobbying  by 
organizations  or  associations.  The 
AMA  expended  $8.5  million  from 
January  to  June  1997  in  lobbying 
the  Congress  and  Administration 
proposals.  The  report  noted  that  AMA 


employs  over  two  dozen  lobbyists. 

All  of  this  representation  which  takes 
place  on  behalf  of  every  physician 
in  the  US,  is  accomplished  by  a 
relatively  small  group  of  physicians. 

In  a recent  report,  it  was  noted  that 
less  than  31%  of  practicing  physicians 
are  members  of  AMA.  In  Kentucky  we 
do  a little  bit  better,  by  holding  at 
about  a 50%  level.  Obviously 
medicine’s  ability  to  negotiate  is 
hampered  when  69%  of  physicians 
refuse  to  bear  part  of  the  burden. 
Representation  by  specialty  and 
subspecialty  groups  continues  to 
grow  as  the  “balkanization”  of 
medicine  undermines  medicine’s 
voice.  The  divide  and  conquer 
concept  worked  in  other 
industrialized  nations  and  obviously 
is  working  in  the  US.  National 
consensus  must  take  place  within 
the  physician  community,  especially 
among  warring  medical  specialties 
and  subspecialties  if  we  are  to  survive. 
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Vote  Here 

In  the  year  2001 , it  is  projected  that  95%  of  physicians 
will  be  working  under  managed  care  contracts.  WHO 
WOULD  YOU  CHOOSE  to  advise  the  Legislature  on 
the  new  rules? 

□ 1 . Trial  Lawyers 

□ 2.  Insurers 

□ 3.  Alternative  Care  Providers 

□ 4.  KEMPAC  (Kentucky  Medical  Political 

Action  Committee) 


If  you  voted  for  #4,  join  today! 

KEMPAC  is  the  Kentucky  Medical  Association’s  bipartisan  political  action  committee.  Its  goal 
is  to  ensure  that  physicians  have  access  to  lawmakers  and  that  the  rights  of  the  physician-patient 
relationship  are  protected  in  the  legislative  process . 


KEMPAC  • 4965  US  Hwy  42  • Louisville,  KY  40222 


Name 

□ MD  □ DO  □ Spouse  □ Resident  □ Student 


Address 


Membership 

Levels: 


Physician  $ 1 00 
Spouse  $100 
Resident  $ 1 0 
Student  $10 


Payment:  □ Check  (enclosed) 

Please  use  a personal  check  to  send  your  membership  contribution  to  KEMPAC. 
(One  half  of  the  membership  dues  goes  to  AMP  AC) . 


If  your  practice  is  incorporated,  KEMPAC  and  AMPAC  voluntary  political  contributions  should  be  wTitten  on  a PERSONAL  CHECK.  Contributions  are  not  limited  to  suggested 
amount.  Neither  the  AMA  or  the  KMA  will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  A portion  of  the  voluntary  contributions 
will  be  used  in  connection  with  Federal  elections  and  are  subject  to  the  prohibitions  and  limitations  of  the  Federal  Election  Campaign  Act.  Contributions  to  KEMPAC  and  AMPAC 
are  not  deductible  as  charitable  contributions  for  Federal  Income  Ta.x  Purposes. 


New  Technology  in  Diagnosis 
and  Treatment  of  Diseases  of 
the  Pleural  Space 

Eddy  H.  Carrillo,  MD;  Robert  W.  Linker,  MD;  J.  David  Richardson,  MD 
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Recent  developments  in  video  camera  tech- 
nology, new  instruments,  and  advanced  surgical 
techniques  have  increased  the  importance  of  video- 
assisted  thoracoscopic  surgery  (VATS).  Currently, 
VATS  offers  a new  approach  in  the  diagnosis  and 
treatment  of  many  thoracic  conditions  previously 
treated  only  by  standard  thoracotomy.  In  our  experi- 
ence, VATS  is  a safe,  reliable,  and  effective  alternative 
to  thoracic  surgery.  With  further  improvements  and 
refinements  in  video  imaging  and  endoscopic 
instruments,  more  procedures  will  be  technically 
feasible.  The  long-term  results  of  VATS  compared  to 
open  thoracotomy  will  require  extensive  follow  up 
and  prospective  trials  to  determine  its  true  value. 


Video-assisted  thoracoscopic  surgery  (VATS) 
has  assumed  a major  role  in  and  become  the 
standard  of  care  for  a variety  of  surgical  dis- 
eases of  the  chest.  Initially  used  primarily  for  diag- 
nostic purposes,  VATS  now  is  used  as  an  alternative 
to  thoracotomy.  Recent  reports  advocate  VATS  as 
the  modality  of  choice  for  diagnosing  and  treating 
selected  pathologic  conditions  of  the  chest. 

Hans  Christian  Jacobaeus^  is  credited  with 
the  first  clinical  application  of  thoracoscopy  at  the 
University  of  Stockholm  in  1922,  when  he  reported 
his  experience  in  the  management  of  pleural 
adhesions,  biopsy  of  thoracic  malignancies, 
drainage  of  empyemas,  and  the  diagnosis  and 
treatment  of  tuberculous  pleural  effusions.  Thor- 
acoscopy did  not  gain  early  widespread  accep- 
tance in  the  United  States,  and  leading  thoracic 
surgeons  such  as  John  Alexander  actually  discour- 
aged use  of  the  procedure.^  However,  thoraco- 
scopy continued  to  be  used  mainly  in  Europe  and 
South  America  as  an  aid  for  lung  collapse  therapy 
in  patients  with  tuberculosis.  With  the  advent  of 
successful  antituberculosis  chemotherapy,  the  use 
of  thoracoscopy  dwindled.  Renewed  interest  was 
generated  by  Branco,®  who  in  1946  described  its 
value  in  patients  with  hemothorax  secondary  to 
penetrating  injuries.  In  the  1970s  and  1980s,  other 
authors^’^  described  the  value  of  thoracoscopy  and 
established  its  role  in  the  diagnosis  of  diaphrag- 
matic injuries  after  penetrating  thoracoabdominal 
injuries.  In  the  last  5 years,  the  use  of  thoracoscopy 
has  been  fostered  by  the  rapid  development  of 
laparoscopy,  the  advent  of  simplified  endoscopic 
techniques,  and  improved  video  equipment  and 
increased  familiarity  with  the  technique  and 
equipment. 


This  review  focuses  on  the  recent  advances 
in  VATS.  We  will  define  the  indications,  benefits, 
and  limitations  of  this  technique  in  the  diagnosis 
and  treatment  of  diseases  of  the  pleural  space.  The 
role  of  VATS  in  the  diagnosis  and  treatment  of 
thoracic  injuries  will  not  be  discussed;  it  has  been 
previously  reported  by  this  and  other  institutions 
and  currently  is  accepted  as  the  modality  of 
choice  for  the  diagnosis  and  treatment  of  many 
patients  with  thoracic  injuries.'®"'^ 

Operative  Setting,  Technique, 
and  Equipment 

The  operating  team  should  be  familiar  with  stand- 
ard thoracic  surgical  procedures  before  attempting 
VATS.  Thoracoscopy  should  be  performed  in  the 
operating  room  with  the  patient  under  general 
anesthesia.  A double-lumen  endotracheal  tube 
should  be  used  for  airway  control  to  optimize 
exposure  with  one-lung  ventilation  after  collapse 
of  the  ipsilateral  lung.  Arterial  blood  pressure, 
arterial  oxygen  saturation  (Sa02),  end-tidal  cap- 
nography  (Petco2),  and  electrical  cardiac  activity 
should  be  routinely  monitored.  Since  most  VATS 
procedures  are  completed  in  under  1 hour,  short- 
acting intravenous  anesthetics  may  be  used  to 
enhance  the  effect  of  inhalational  anesthetics  and 
to  facilitate  extubation  at  the  completion  of  the 
procedure. 

Once  airway  control  has  been  achieved,  the 
patient  is  placed  in  the  corresponding  full  lateral 
decubitus  or  modified  lateral  position  and  secured 
to  the  operating  table  with  a thoracic  support 
device  (“bean  bag”).  The  ipsilateral  arm  is  flexed 
90°  at  the  shoulder  and  the  elbow  is  supported  in 
an  arm  stand.  The  arm  is  then  secured  to  allow 
motion  that  facilitates  exposure  and  avoid  injury 
during  retraction  (Fig  1).^  '®  Any  torque  of  the 
thoracoscope  against  the  intercostal  spaces  should 
be  avoided.’®  This  is  extremely  important  in  female 
patients,  as  well  as  in  individuals  with  small 
frames.  To  facilitate  viewing,  we  use  a side-view 
thoracoscope  (30°).  To  minimize  trauma,  we  have 
used  smaller  thoracoscopes  (5  mm).  We  use  the 
anterior  axillary  line  for  placement  of  the 
thoracoscope  and  retrieval  of  specimens,  because 
the  anterior  intercostal  spaces  are  wider.  Proper 
positioning  of  the  patient  and  the  endoscopic 
equipment  and  instruments  is  extremely  important 
to  ensure  adequate  visualization  of  the  thoracic 
cavity  and  enable  an  open  thoracotomy  to  be  per- 
formed, if  required.  Always,  the  patient  is  prepared 
and  draped  as  for  full  thoracotomy.  The  basic 
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Fig  1 — Operating  room  set  up  for  VATS 
and  orientation  of  the  patient  and  video 
equipment.  (With  permission  from  Carrillo 
EH,  Heniford  BT,  Etoch  SW,  Polk  HC  Jr, 
Miller  DL,  Miller  FB,  Richardson  JD.  Video- 
thoracic  surgery  in  trauma  patients.  J Am 
Coll  Surg.  1997;184:316-324). 


operative  setting  and  instruments  used  during 
VATS  are  summarized  in  the  Table. 

Initiating  the  Procedure 

The  VATS  procedure  is  begun  by  choosing  an 
appropriate  intercostal  space  for  insertion  of  the 


Table  1.  Basic  Operative  Setting  and  Instruments  Used  During  VATS 

General  anesthesia  in  the  operating  room 
Double  lumen  endotracheal  anesthesia 

Standard  VATS  instruments  and  surgical  tray  for  open  thoracotomy 

0°  and  30°  thoracoscope  with  1 6 X magnification 

300  W xenon  light  source  with  automatic  brightness  control 

Couple  charged  device  camera 

Two  high-resolution  television  monitors 

Thoracic  trocars,  10-,  1 2-,  15-mm  available 

Endoscopic  suction/irrigator 

Endoscopic  blunt  dissector 

Endoscopic  retractors 

Standard  surgical  suction  instruments 

Endoscopic  staplers  and  clip  appliers 

Straight  and  curved  ring  forceps 

Thoracostomy  chest  tubes  and  water  seals 

VATS  = Video-assisted  thoracoscopic  surgery. 


video  thoracoscope.  The  initial  access  site  should 
facilitate  visualization  of  the  lesion  and  allow 
adequate  distance  for  instrument  manipulation. 
Posterior  lesions  are  approached  through  a slightly 
anterior  intercostal  space  access  site;  anterior 
lesions  are  approached  through  posterior  ctxillary 
intercostal  space  sites.  A preoperative  review  of  the 
chest  x-ray  and  computed  tomography  (CT)  scans 
will  facilitate  both  the  three-dimensional  location 
of  the  lesion  within  the  hemithorax  and  the 
decision  about  which  intercostal  spaces  are 
appropriate  to  place  viewing  and  operating  ports.^ 
The  table  should  be  flexed  in  a 30°  “jackknife” 
position  to  open  the  intercostal  spaces,  which 
facilitates  the  introduction  of  instruments  into  the 
thoracic  cavity,  and  minimizes  post-VATS  inter- 
costal neuritis.  Initial  digital  exploration  is  used  to 
rule  out  local  pleural  adhesions  and  avoid 
pulmonary  injury  (Fig  2). 

Orientation  During  VATS 

Using  the  “baseball  diamond”  concept  for 
triangulation  of  the  instruments  and  thoracoscope 
for  strategic  visibility  and  manipulation  of  the 
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target  lesion  will  facilitate  the  orientation  of  the 
surgeon,  endoscopic  instruments,  camera,  thoracic 
lesion,  and  video  monitor  during  VATS  proce- 
dures. The  surgeon,  camera,  and  instruments 
should  be  pointed  in  the  same  direction,  toward 
the  lesion.  The  video  monitor  is  placed  so  that 
surgeon,  camera,  lesion,  and  screen  are  all  aligned 
(Fig  3).  This  will  avoid  awkward  handling  of 
instruments,  due  to  the  “mirror  imaging”  that 
results  when  the  instruments  are  pointed  toward 
the  video  endoscope. 

Specimen  Removal 

A potential  problem  encountered  with  VATS  is  the 
removal  of  infected  or  malignant  tissues  from  the 
thoracic  cavity.  These  specimens  should  always  be 
removed  within  a plastic  container.  To  avoid  con- 
tamination, we  prefer  to  use  one  of  the  commer- 
cially available  plastic-sleeved  devices  introduced 
through  one  of  the  intercostal  entry  sites.  Larger 
specimens  can  be  placed  in  a bowel  bag,  with  one 
of  the  intercostal  working  incisions  extended  3 to 
4 cm  without  rib  spreading,  to  allow  extraction  of 
the  specimen. 

Upon  completion  of  the  procedures,  a chest 
tube  thoracostomy  is  routinely  performed  under 
direct  vision  through  one  of  the  working  incisions. 
The  remaining  wounds  are  inspected  from  within 
the  chest  for  bleeding  and  then  closed  in  layers. 

Patient  Selection  and  Indications  for  VATS 

VATS  has  been  shown  to  be  a safe,  reliable,  and 
useful  technique.^"^’'®"'^  Since  lung  deflation  is  a key 
component  of  the  technique,  VATS  is  contra- 
indicated in  patients  with  inability  to  tolerate  single 
lung  ventilation.  Caution  should  be  used  in 
patients  with  an  obliterated  pleural  cavity  second- 
ary to  infection  or  previous  surgery,  history  of 
bleeding  diathesis,  and  moderate-to-severe 
obstructive  pulmonary  disease.  VATS  has  no  role 
in  the  management  of  patients  in  unstable  con- 
dition or  in  whom  there  are  clear  indications  for 
an  open  thoracotomy. 


Diagnostic  and  Therapeutic  Applications 

Pulmonary  Nodules  and  Infiltrates 

Thoracoscopic  wedge  resection  is  well  suited  for 
the  evaluation  of  pulmonary  nodules  and  diffuse 
pulmonary  infiltrates,  especially  in  immunocom- 
promised patients.  After  insertion  of  the 
thoracoscope,  the  nodule  or  the  area  of  maximal 
infiltration  is  identified.  It  is  then  grasped  with 


Fig  2 — Proper  positioning  of  the  patient  and  initial  digital  exploration  of  the  pleural 
space.  (With  permission  from  Carrillo  EH,  Heniford  BT,  Etoch  SW,  Polk  HC  Jr,  Miller  DL, 
Miller  FB,  Richardson  JD.  Video-thoracic  surgery  in  trauma  patients.  J Am  Coll  Surg. 
1997;184:316-324). 


ARRANGEMENT  OF  CAMERA  AND 
PORTS  FOR  VATS 


Fig  3 — "Baseball  diamond"  concept  for  placement  of  the 
instruments  and  thoracoscope  for  orientation  and  for 
adequate  visualization  of  the  target  pathology. 


regular  ring  forceps  inserted  through  a separate 
incision.  Through  a third  incision,  one  or  two 
applications  of  an  Endostapler  (Endo-GIA®,  United 
States  Surgical  Corporation,  Norwalk,CT)  are  fired 
to  perform  a wedge  resection  of  the  involved  lung 
parenchyma. 

Pleural  Effusions  and  Retained 
Thoracic  Collections 

Thoracoscopy  has  been  shown  to  be  an  excellent 
technique  for  diagnosis  and  treatment  of  subacute, 
recurrent,  and  chronic  pleural  effusions.^  It  also 
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has  been  used  successfully  in  the  treatment  of 
patients  with  chylothorax.’^  It  is  most  useful  for 
patients  in  whom  pleurodesis  will  be  performed 
simultaneously,  and  in  those  who  have  undergone 
unsuccessful  pleural  biopsies.  VATS  has  been 
reported  to  be  100%  accurate  in  determining  the 
cause  of  the  pleural  effusion.^  The  awareness  of 
retained  thoracic  collections  after  trauma  or  pulmo- 
nary diseases  has  increased  with  the  widespread 
use  of  new  imaging  techniques,  especially  CT  scan 
of  the  chest.  In  a review  of  our  experience  with  25 
patients  who  underwent  VATS  for  drainage  of 
retained  collections  after  trauma,  we  found  that  in 
19  patients  (76%)  the  collections  were  successfully 
drained.  However,  the  technique  was  100%  suc- 
cessful when  used  less  than  7 days  after  injury,  and 
in  those  patients  without  evidence  of  thoracic 
infection."  Given  this,  we  now  use  VATS  in  patients 
with  retained  post-traumatic  hemothoraces  as  early 
as  48  hours  after  hospital  admission,  when  con- 
ventional therapy  has  failed. 

If  patients  with  empyema  are  chosen  for  this 
technique,  they  ideally  should  be  in  the  early  tran- 
sitional phase  (fibrinopurulent  stage).  In  patients 
with  more  organized  collections,  gentle  dissection 
and  peeling  with  sponge  sticks  and  ring  forceps 
usually  allows  the  rind  to  be  removed  from  the 
visceral  and  parietal  pleuras,  completely  releasing 
the  trapped  lung.  All  the  debris  and  necrotic  tissue 
are  removed  and  washed  out  with  warm  saline  or 
antibiotic  solution.'*  " Always,  a sample  of  fluid  is 
collected  for  microbiological  assessment. 

Spontaneous  or  Persistent 
Post-Traumatic  Pneumothorax 

Currently,  VATS  has  been  shown  to  be  the 
technique  of  choice  for  spontaneous  pneumo- 
thorax as  well  as  for  persistent  post-traumatic  pneu- 
mothorax.'"*’^’^® Preoperative  CT  of  the  chest  is 
extremely  useful  to  document  the  extent  of 
parenchymal  disease  (Fig  4),  since  endostapling  is 
not  a good  option  in  patients  with  extensive 
parenchymal  involvement.'^-^® 

In  general,  the  source  of  the  pneumothorax 
usually  is  identified;  otherwise,  VATS  pleurodesis 
can  be  used  to  control  small  air  leaks. '^’^®  Our 
technique  entails  investigating  the  apex  of  the  lung 
first  to  identify  an  active  leaking  bleb  or  bullae.  If 
the  site  is  not  identified  initially,  the  anesthes- 
iologist is  asked  to  partially  release  the  occluding 
clamp  of  the  double-lumen  endotracheal  tube. 
Warm  saline  is  introduced  in  the  thoracic  cavity  to 
identify  the  source  of  the  air  leak.  Once  the  source 
is  identified,  an  endostapler  is  fired  at  the  base.  In 


Fig  4 — Computed  tomography  (CT)  scan  of  the  chest  in  a 
patient  with  spontaneous  pneumothorax  and  extensive 
bilateral  bullous  disease. 


some  patients,  the  use  of  endoligatures  is  required 
to  shrink  the  base  of  the  bullae,  facilitating  the 
placement  of  the  endostapler.  Lesions  deep  within 
the  pulmonary  parenchyma  can  be  difficult  to 
resect  using  endostaplers  alone,  and  in  these 
circumstances  the  use  of  neodymium-ytrium 
aluminum  garnet  (Nd:  YAG)  laser  can  spare 
unnecessary  resection  of  normal  pulmonary  tissue. 
In  post-traumatic  pneumothorax,  we  do  not  per- 
form pleurodesis  routinely;  however,  in  spon- 
taneous pneumothorax,  evidence  suggests  the 
value  of  this  technique.'-''  '^'^® 

Assessment  of  Mediastinal  Structures 
and  Resection  of  Mediastinal  Tumors 

Thoracoscopy  offers  an  excellent  view  of  the 
mediastinum  in  the  left  side  of  the  chest.  In  the 
right  side,  usually  there  is  more  mediastinal  fat, 
which  makes  dissection  and  identification  of 
structures  more  difficult.  VATS  may  be  used  as  an 
adjunct  to  cervical  mediastinoscopy  for  the  staging 
of  low  mediastinal  lymph  nodes  and  as  an 
alternative  to  the  Chamberlain  anterior  medi- 
astinotomy  to  assess  the  aorticopulmonary 
window  and  subazygous  lymph  node  regions.^ 
Mediastinal  dissection  usually  is  simple, 
unless  there  is  gross  invasion  by  a tumor.  Benign 
tumors  can  generally  be  removed  with  gentle 
traction  and  dissection  with  careful  hemostasis. 
Most  tumors  can  be  removed  easily  through  an 
extended  manipulation  incision.  While  VATS  also 
offers  an  excellent  alternative  for  biopsies  and 
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staging  of  some  malignant  masses,  we  are  very 
hesitant  to  perform  VATS  procedures  for  resection 
of  documented  malignancies,  because  it  does  not 
enable  us  to  determine  the  extent  of  invasion. 

Esophageal  Surgery 

Experience  with  thoracoscopy  for  several  esoph- 
ageal procedures  such  as  myotomy  for  achalasia,^’ 
removal  of  benign  tumors  and  cysts, thor- 
acoscopic antireflux  surgery,^'*  esophagectomy^'* 
and  management  of  esophageal  perforations  is 
limited  but  growing. 

Esophageal  myotomy  and  truncal  vagotomy 
are  performed  through  the  left  side  of  the  chest  in 
the  distal  esophagus.  The  myotomy  extends  from 
the  level  of  the  inferior  pulmonary  ligament  to  1 
cm  past  the  esophagogastric  junction.  Surgery  in 
the  distal  esophagus  requires  that  all  instruments 
are  directed  toward  the  hiatus,  and  that  the 
monitors  are  placed  at  the  foot  of  the  table  to  give 
the  operators  in-line  orientation  and  prevent 
reversal  of  the  image  or  “mirror  viewing”  (Fig  5). 
A 40  to  48  F Maloney  esophageal  dilator  is 
introduced  into  the  esophagus  to  facilitate  the  dis- 
section during  the  myotomy.  A flexible  gastro- 
scope  can  also  be  used  to  stent,  transilluminate, 
and  insufflate  the  esophagus  to  ensure  mucosal 
integrity  during  the  dissection.  Diluted  methylene 
blue  can  be  used  at  the  end  of  the  myotomy  to 
document  any  esophageal  perforation. 

Thoracoscopic  esophagectomy  and  intra- 
thoracic  stapled  esophagogastric  anastomosis  has 
been  described  for  treatment  of  esophageal 
tumors.'*  We  have  found  this  technique  to  be  more 
useful  for  assisted  esophagectomies  when  a 
cervical  anastomosis  is  performed.  The  patient  is 
placed  in  the  left  lateral  position.  The  thoraco- 
scope is  placed  in  the  posterior  axillary’  line,  two 
separate  ports  are  placed  in  the  anterior  axillary 
line  for  lung  retraction,  and  two  additional 
incisions  (manipulation  channels)  are  placed  in 
the  midaxillary  line.  The  initial  dissection  is  started 
away  from  the  tumor,  after  the  mediastinal  pleura 
is  bluntly  and  sharply  dissected.  Grasping  the 
esophagus  facilitates  the  dissection.  Electrocautery 
or  surgical  clips  are  utilized  for  hemostasis.  The 
placement  of  umbilical  tapes  at  each  end  of  the 
esophagus  during  the  laparotomy  and  cervical 
exploration  also  facilitates  manipulation  of  the 
esophagus. 

In  esophageal  perforations,  surgical  repair  of 
the  perforation  remains  the  treatment  of  choice. 
However,  in  selected  patients,  VATS  may  have  a role 
cis  an  initial  technique  for  irrigation  of  the  pleural 


Fig  5 — Positioning  of  the  monitor  during  evaluation  of  the  diaphragm  and  distal 
esophageal  surgery.  (With  permission  from  Carrillo  EH,  Heniford  BT,  Etoch  SW,  Polk 
HC  Jr,  Miller  DL,  Miller  FB,  Richardson  JD.  Video-thoracic  surgery  in  trauma  patients. 
J Am  Coll  Surg.  1997;184:316-324). 


cavity,  with  placement  of  drains  under  thoraco- 
scopic guidance  while  the  patient  is  stabilized.  A 
definitive  repair  is  attempted  at  a later  date. 

Thoracic  Sympathectomy 

Thoracic  sympathectomy  for  pain  control  or  ulcer 
healing  has  been  used  for  some  vasospastic  condi- 
tions (eg,  Raynaud’s  disease,  Buerger’s  disease). 
Measuring  the  skin  temperature  before  and  after 
the  procedure  will  document  the  success  of  the 
sympathectomy.  During  the  dissection,  excision 
of  stellate  ganglions  are  avoided  to  prevent 
Horner’s  syndrome,  a reported  complication  of 
this  technique.* 

Pericardial  Window  and  Pericardiectomy 

The  most  important  technical  detail  of  this 
procedure  is  to  avoid  injury'  to  the  phrenic  nerv'e, 
which  should  be  routinely  identified  and  main- 
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tained  under  visualization  throughout  the  pro- 
cedure. In  patients  with  pericardial  tamponade  or 
effusion,  a small  stab  incision  is  initially  made  and 
subsequently  extended  along  the  vertical  axis,  if 
needed.''  In  patients  with  traumatic  pericardial  rup- 
tures, the  pericardial  rent  usually  is  extended  to  a 
completion  pericardiotomy  to  avoid  cardiac  herni- 
ation and  subsequent  strangulation.^^  In  patients 
requiring  bilateral  pericardiectomy  for  constrictive 
pericarditis,  the  left  and  right  sides  are  resected  as 
in  an  open  procedure,  with  dissection  that  avoids 
injury  to  the  coronary  vessels  or  phrenic  nerve. 

Lobectomy  and  Pulmonary  Resections 

Pulmonary  resections,  particularly  in  the  periphery 
of  the  lung,  are  easily  accomplished.  Pulmonary 
lobectomies  usually  require  additional  ports  to 
facilitate  exposure  and  dissection  of  the  pulmon- 
ary lobe.  It  is  easier  through  an  extended  manipu- 
lation incision  to  introduce  standard  instruments 
and  proceed  with  the  dissection  and  resection 
through  this  approach.^''  In  patients  with  doc- 
umented and  resectable  lung  carcinomas,  the 
value  and  benefits  of  VATS  thoracoscopy  has  not 
been  completely  defined,  and  prospective  studies 
will  be  needed  before  this  technique  can  be 
proposed  as  a reasonable  alternative  to  an  open 
thoracotomy.  However,  it  is  a technically  feasible 
option  that  can  be  exercised  in  selected  patients. 

Complications  of  VATS 

Although  thoracoscopy  has  been  shown  to  be  a 
safe  technique,  occasional  complications  can  be 
expected.  The  most  common  complications 
include  chest  wall  bleeding  at  the  site  of  the 
incisions,  lung  lacerations,  intercostal  neuritis,  and 
neuroma  formation  secondary  to  the  use  of 
screwing  trocar  ports,  or  from  excessive  levering 
of  the  thoracoscopic  instruments.'"  '*  Complica- 
tions from  anesthesia  are  related  to  the  placement 
of  the  double  lumen  endotracheal  tube  and 
ventilation  of  the  patient,  including  hypercardia, 
hypoxia  and,  occasionally,  cardiac  arrhythmias. 
Most  often,  these  are  corrected  after  resumption  of 
bilateral  lung  ventilation.  Careful  monitoring  of  the 
patient  should  always  be  part  of  a VATS  procedure. 

Future  Applications 

Video-assisted  thoracoscopy  is  slowly  gaining 
acceptance  in  the  diagnosis  and  treatment  of 
thoracic  diseases,  and  its  use  appears  to  be 
increasing,  as  more  reports  indicate  its  feasibility 


and  safety.  Soon,  the  clinical  use  of  endoscopic 
ultrasound,  three-dimensional  imaging,  improve- 
ment in  endoscopic  instruments  and  the  devel- 
opment of  a thoracoscope  with  working  channels 
may  very  well  expand  the  indications  for  VATS. 

Credentialing  and  monitoring  the  results  of 
this  technique  through  the  appropriate  organi- 
zations is  extremely  important,  both  to  maintain 
standards  and  avoid  the  uncontrolled  proliferation 
of  VATS  with  no  quality  control.  Also,  more  com- 
plex procedures  should  be  studied  scientifically 
through  well-designed  prospective  clinical  trials. 

In  summary,  the  initial  enthusiasm  for  VATS 
has  been  replaced  by  critical  evaluation  of  its  role 
in  comparison  to  standard  surgical  thoracotomy. 
We  believe  that  VATS  is  safe,  reliable,  and  an 
effective  and  excellent  alternative  to  open 
thoracotomy.  When  used  properly,  it  will  not  com- 
promise the  patient’s  recovery  and  survival,  and 
the  cosmetic  results  and  recovery  of  the  patient  are 
superior  to  an  open  thoracotomy.  Our  experience 
has  been  that  VATS  is  truly  a minimally  invasive 
endoscopic  surgery,  only  slightly  more  invasive 
than  tube  thoracostomy. 
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Pulmonary  Function  Testing: 
Detection  of  Invalid  Performance 

Sandra  Schuldheisz,  MD;  Barbara  A.  Phillips,  MD,  MSPH;  David  T.  R.  Berry,  PhD 


We  surveyed  physician  members  of  the 
American  Thoracic  Society  and  their  technicians 
regarding  indicators  of  the  validity  of  PFTs.  Surveys 
were  returned  by  50  physicians  and  52  technicians. 
Both  groups  felt  that  consistency  of  effort  and  the 
shape /slope  of  the  curve  were  important  indicators, 
with  behavioral  observations  rated  slightly  lower. 
Approximately  38%  of  physicians  and  19%  of 
technicians  felt  that  they  detected  75%  or  fewer  of 
individuals  giving  inadequate  effort  during  PFTs. 
Twenty  percent  of  physicians  and  29%  of  techni- 
cians were  using  quantitative  criteria  other  than 
those  recommended  by  the  1979  “Snowbird” 
technical  paper  to  determine  acceptability  of  PFTs. 
Twenty-eight  percent  of  physicians  and  31%  of 
technicians  spontaneously  indicated  that  patients 
pursuing  compensation  or  disability  claims  for 
pulmonary  disorders  were  most  likely  to  give  sub- 
optimal  effort.  Empirical  research  into  the  impact 
and  detection  of  suboptimal  effort  on  PFTs  is 
encouraged. 


Recently,  the  Kentucky  General  Assembly  dra- 
matically revised  the  procedures  for  disability 
determination  of  pneumoconiosis  in  the  Com- 
monwealth.’ A major  change  has  been  an  increased 
emphasis  on  radiographic  testing  and  pulmonary 
function  testing  in  these  disability  determinations. 
These  changes  may  prove  to  be  problematic  from 
at  least  two  perspectives:  ambiguities  in  inter- 
pretation of  radiographic  findings  and  the  role  of 
patient  motivation  in  pulmonary  function  tests 
(PFTs). 

Radiographic  evaluation  of  individuals  with 
coal-workers’  pneumoconiosis  (CWP)  has  inherent 
weaknesses.  For  example,  radiographs  of  individ- 
uals who  have  never  worked  in  coal  mines  may 
show  the  same  patterns  as  those  of  exposed 
individuals.^’^  Further,  cigarette  smoking  alone  may 
result  in  radiographic  findings  identical  to  those 
found  in  CWP.'’  Given  the  facts  that  cigarette 
smoking  is  highly  prevalent  in  Kentucky,  that  false 


positive  radiographic  findings  may  occur  in 
individuals  without  coal  dust  exposure,  that  CWP 
is  the  most  common  basis  for  pulmonary  related 
disability  claims  in  Kentucky,  and  that  radio- 
graphic  findings  overlap  considerably  in  CWP  and 
other  conditions,  the  stage  may  be  set  for 
inaccurate  and  costly  determinations  in  disability 
evaluations. 

Because  the  new  statute  dictates  that  disability 
claimants  with  radiographic  findings  compatible 
with  CWP  must  then  undergo  PFTs  to  establish  the 
functional  impact  of  their  abnormal  findings,  the 
validity  of  PFT  results  is  an  important  issue. 

Because  individuals  undergoing  PFTs  must 
exert  reasonable  and  at  times  strenuous  effort  in 
order  to  achieve  interpretable  results,  the  issue  of 
motivation  of  the  test-taker  may  be  of  concern. 
Individuals  involved  in  disability  evaluations  may 
harbor  conflicting  goals  during  their  PFTs,  wanting 
on  the  one  hand  to  cooperate  with  the  technician 
administering  the  test,  but  on  the  other  hand 
desiring  financial  award  for  their  perceived  dis- 
ability. To  the  extent  that  PFT  depends  on  ade- 
quate effort  by  the  patient,  these  conflicting 
motivations  may  in  some  cases  pose  a threat  to  the 
validity  of  test  results. 

The  importance  of  adequate  effort  during 
PFTs  is  in  fact  highlighted  by  the  1979  “Snowbird 
Paper,”^  still  the  accepted  standard  in  the  area. 
According  to  this  document,  the  technician  must 
observe  “that  the  patient  understood  the  instruc- 
tions and  performed  with  a smooth  continuous 
exhalation,  with  apparent  maximal  effort,  with  a 
good  start  and  without”  a variety  of  potential  con- 
founds such  as  coughing  or  early  termination 
which  might  invalidate  the  results.  The  standards 
outlined  in  the  paper  also  emphasize  the  need  to 
obtain  consistent  results  from  at  least  three 
acceptable  curves,  with  two  of  the  best  three 
curves  varying  by  not  more  than  -t-/—  5%  of 
reading  or  +!-  100  ml,  whichever  is  greater. 

Given  the  clearly  defined  need  for  adequate 
effort  in  obtaining  valid  PFT  results,  the  expressed 
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concern  in  the  literature  regarding  the  impact  of 
suboptimal  effort  in  selected  cases, and  the  new 
importance  of  PFT  results  in  Kentucky’s  pneumo- 
coniosis disability  determination  guidelines,  we 
undertook  a survey  to  determine  current  clinical 
practice  and  thinking  in  this  area. 

Methods 

We  constructed  a survey  instrument  requesting 
information  on  several  aspects  of  PFTs  from  active 
pulmonologists  and  technicians  across  the 
country.  The  questionnaire  is  reproduced  in 
Appendix  A.  This  instrument  was  faxed  to  200 
randomly  selected  physicians  listed  in  the  Ameri- 
can Thoracic  Society  membership  directory. 
Physicians  were  requested  to  complete  the  instru- 
ment, to  ask  their  PFT  technicians  working  in  lab- 
oratories with  which  they  were  associated  to 
complete  a second  copy  of  the  instrument,  and  to 
f£LX  their  results  to  us. 

Results 

We  received  responses  from  50  physicians  and  52 
technicians,  a return  rate  of  approximately  25%. 
Tables  1 & 2 present  results  from  the  physician  and 
technician  respondents  respectively  on  the 
importance  of  various  factors  in  assessing  the 
validity  of  PFT  results.  It  can  be  seen  that  con- 
sistency of  effort  and  the  shape/slope  of  the  curve 
were  rated  as  highly  important  by  both  physicians 
and  technicians  in  determining  the  validity  of  PFT 
results.  Behavioral  obser\’ations  were  also  rated  as 
important  for  this  determination,  although  not 
quite  as  highly  as  the  other  two  factors. 

Regarding  detection  of  inadequately  moti- 
vated patients,  relatively  few  technicians  and 
physicians  felt  that  they  were  able  to  detect  all 
patients  giving  suboptimal  effort.  In  fact,  38%  of 
physicians  and  19%  of  technicians  felt  they 
detected  only  three-quarters  or  fewer  of  patients 
giving  suboptimal  effort  on  PFTs.  These  results 
suggest  some  concern  by  front-line  personnel 
regarding  their  ability  to  identify  patients  who  are 
inadequately  motivated  during  PFTs. 

A second  finding  of  interest  was  the  variability 
of  quantitative  criteria  used  to  determine  accepta- 
bility of  PFT  results.  Twenty  percent  of  physicians 
and  29%  of  technicians  indicated  that  they  used  a 
criterion  other  than  the  one  expressed  in  the  1979 
Snowbird  technical  paper  to  determine  accepta- 
bility of  PFT  results  from  a quantitative  standpoint. 

A third  important  finding  of  interest  was  that 


Table  2.  Technician  Responses  to  PFT  Survey 


Variable 


Annual  Number  Spirograms 

M(SD) 

1593  (1799) 

lmp>ortance  of  Consistency 

M(SD) 

5.48  (.75) 

Importance  of  Shape  of  Curve 

M(SD) 

5.33  (.92) 

Importance  of  Technician  Notes 

M(SD) 

4.83  (1.2) 

Percentage  of  Inadequately  Motivated  Patients  Detected 

1-25% 

4% 

26-50% 

15% 

51-75% 

60% 

76-99% 

21% 

100% 

4% 

Criteria  for  Determining  Acceptable  Consistency 

±3% 

15% 

r5% 

71% 

=7% 

2% 

-10% 

4% 

Type  of  Patient  Most  Likely  to  Give  Suboptimal  Effort 

NR 

8% 

Compensation/Disability 

31% 

Elderly 

10% 

Children 

10% 

Depressed  /Neu  rotic 

9% 

Poor  Education/Illiterate 

7% 

COPD 

6% 

Angry 

4% 

No  Response 

3% 

Other  Response 

19% 

Table  1 . Physician  Resp>onses  to  PFT  Survey 


Variable 

Annual  Number  Spirograms 

M(SD) 

1216(887) 

Importance  of  Consistency 

M(SD) 

5.46  (.93) 

Importance  of  Shape  of  Curve 

M(SD) 

5.46  (.86) 

Importance  of  Technician  Notes 

M(SD) 

5.00  (.95) 

Percentage  of  Inadequately  Motivated  Patients  Detected 

1-25% 

4% 

26-50% 

4% 

51-75% 

30% 

76-99% 

58% 

100% 

4% 

Criteria  for  Determining  Acceptable  Consistency 

±3% 

4% 

i5% 

80% 

±7% 

8% 

-10% 

2% 

Type  of  Patient  Most  Likely  to  Give  Suboptimal  Effort 

NR 

6% 

Comp>ensation/Disability 

28% 

Ill/Weak/Fatigued 

14% 

Elderly 

12% 

Poor  Education/llliterate 

8% 

Depressed/Neurotic 

8% 

Children 

6% 

No  Response 

6% 

COPD 

4% 

Pain 

3% 

Other  Response 

11% 

f 


184 


KMA  JOURNAL  ■ VOL  96  ■ MAY  1998 


SCIENTIFIC 


28%  of  physicians  and  31%  of  technicians  spon- 
taneously indicated  that  the  type  of  patient  most 
likely  to  give  suboptimal  effort  was  one  who  was 
involved  in  disability  or  compensation  deter- 
mination. 


Conclusions 

This  preliminary  national  survey  of  physicians  and 
technicians  working  with  PFTs  indicated  that 
persons  involved  in  compensation  seeking  are 
thought  to  be  the  most  likely  to  give  inadequate 
effort  on  testing,  and  that  only  a minority  of  med- 
ical personnel  believed  that  they  detected  all  such 
individuals.  Given  the  new  importance  of  PFT 
results  in  Kentucky’s  pneumoconiosis  disability 
procedures,  it  appears  that  empirical  research  into 
this  issue  is  badly  needed.  One  other  relevant  issue 
is  the  fact  that  quantitative  criteria  used  to 
determine  the  acceptability  of  PFT  results  vary 
from  recommended  standards  in  a significant 
minority  of  PFT  laboratories.  This  factor  may  also 
influence  the  validity  of  results  from  PFTs  used  in 
disability  determinations. 
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Appendix  A 


SURVEY  ON  EFFORT,  MOTIVATION  AND  PFTS 
PHYSICIAN  FORM 


Name: Position: 

Lob  name  or  location: 

Phone  #: FAX  #: 

Estimated  annual  number  of  spirograms/flow  volume  loops: 

Please  rate  the  following  for  importance  in  determining  patient  effort/motivation 
during  spirometry/flow  volume  loops  using  the  scale  below: 

Useless  Essential 


1 

2 

3 

4 

5 

6 

Consistency  of  effort 

Shaoe/slooe  of  curve 

Tech  notes  on  patient  behavior 

Please  list  any  other  indicators  of  effort  you  have  found  useful: 

Of  patients  who  are  NOT  giving  optimal  effort,  what  percentage  do  you  think  you 
DETECT  (please  circle  one)? 

0%  1-25%  26-50%  51-75%  76-99%  100% 

What  criteria  do  you  use  to  determine  acceptable  consistency  of  effort 
(please  circle  one)? 

within  3%  of  best  within  5%  of  best  within  7%  of  best  other 

What  techniques  does  your  lab  use  to  obtain  the  patient's  best  effort? 


In  your  experience,  what  types  of  patients,  if  any,  are  less  likely  to  give  optimal  effort 
during  pulmonary  function  testing? 

Thank  you  for  your  help.  Please  FAX  to  Dr  Phillips  at  (606)  323-1 020. 

Please  check  here  if  you  would  like  a summary  of  our  findings  foxed  to  your  number 
given  above  □. 
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Your  Success  is  Our  Goal 


American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA-OMSS)* 

Assembly  Meeting 

June  11-15, 1998 

Sheraton  Chicago  Hotei  and  Towers 
Chicago,  lilinois 


To  succeed  in  today’s  health  care  environment,  your  medical  staff  needs  the  latest  information  and 
appropriate  skills  for  meeting  the  day-to-day  challenges  of  medical  practice.  By  attending  this  meeting, 
you  can  learn  about: 


• Managing  physician  organizations 

• Negotiating  and  resolving  conflicts 

• Helping  and  handling  the  disruptive 
physician 

• Emerging  information  technology 

• Capitation 

• Stark  II  recommendations 


• Antitrust 

• Organized  medical  staff  challenges  in 
the  future 

• Effectively  communicating  in  business  practice 

• PSOs  and  Medicare  risk  contracting 

• Unionizing 

• E/M  Documentation  Guidelines 


In  addition  to  these  educational  offerings,  as  an  AMA-OMSS  representative  of  your  medical  staff, 
you  can  participate  in  advocacy,  policy-making  and  networking  activities.  Our  goal  is  to  work  with  you 
to  identify  and  address  medicine’s  most  pressing  issues.  We  also  want  to  help  you  increase 
your  knowledge  and  skill  so  that  together  we  can  best  serve  the  needs  of  patients,  physicians, 
and  the  profession. 


To  achieve  this  goal  you  can: 

▼ Submit  resolutions  and  participate  in  mode-of-practice  and  general  interest 
forums  to  bring  your  concerns  to  the  forefront. 

▼ Testify  at  reference  committee  hearings  and  vote  on  actions  in  a democratic 
assembly  to  further  AMA’s  advocacy  agenda. 

▼ Attend  practical  education  programs  to  improve  your  medical  practice, 
earn  8.5  hours  of  CME  credit  **  and  pay  no  fee  to  register! 

Your  success  depends  on  your  involvement!  Plan  today  to  attend  the  1 998  Annual  AMA-OMSS 
Assembly  Meeting  on  June  11-15,  at  the  Sheraton  Chicago  Hotel  and  Towers.  To  receive  more 
information  and  registration  materials,  please  call  800  621-8335  and  ask  for  the  Department  of 
Organized  Medical  Staff  Services. 

* The  American  Medical  Association  Organized  Medical  Staff  Section  (AMA-OMSS)  leads  and  assists  grassroots  physicians,  individually  and  in  groups, 
to  organize  and  reclaim  their  role  as  medical  leaders  and  advocates  for  excellence  in  patient  care,  professionalism,  and  the  integrity  of  the  patient -physician 
relationship.  We  provide  practical  educational  forums,  focused  policy  development,  and  grassroots  support  through  the  Federation. 

••  The  AMA  designates  this  education  activity  for  a maximum  of  8.5  hours  in  category  1 credit  towards  the  AMA  Physician's  Recognition  Award. 

Each  physician  should  claim  oniy  those  hours  of  credit  that  he/she  actuaiiy  spent  in  the  educational  activity. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


KENTUCKY  MEDICAL  ASSOCIATION 

REPORT  ON  THE 

1998  KENTUCKY  GENERAL  ASSEMBLY 

WALLY  O.  MONTGOMERY,  MD,  CHAIR 


The  1998  Kentucky  General  Assembly  adjourned  on  April  15.  During  the  1998 
Session,  1709  bills  and  resolutions  were  introduced,  and  KMA  followed  and 
closely  monitored  237  proposals.  While  “media  wise”  social  issues  were 
dominant,  there  were  several  landmark  budgetary  issues,  particularly  in  higher 
and  secondary  education  funding  and  tax  base  restructuring,  which  ultimately 
may  become  the  true  legacy  of  the  1998  Session.  The  economic  upswing  and 
resultant  stabilization  of  the  economy  was  good  news  for  Kentucky  as  it  was  for 
the  nation.  On  behalf  of  the  Association,  we  are  deeply  appreciative  of  members 
of  the  General  Assembly  and  the  Administration  for  their  support  on  many  issues 
of  concern  to  medicine.  We  thank  those  physicians  and  spouses  who  contacted 
their  Legislators  on  important  legislation  relating  to  patient  care  and  the  pro- 
fession. In  addition  we  want  to  recognize  the  KMA  Alliance  for  their  assistance 
by  operating  the  Phone  Bank  in  1998.  Everyone  on  the  legislative  team  including 
KMA  leadership,  lobbyists,  and  staff  did  an  outstanding  job.  We  are  profoundly 
indebted  to  Representative  Bob  M.  DeWeese,  MD,  for  his  statesmanship  and 
political  astuteness  in  guiding  several  patient  oriented  legislative  proposals 
through  the  1998  Kentucky  General  Assembly. 

The  KMA  House  of  Delegates  established  the  following  legislative  priorities  for 
the  1998  Session: 

• Patient  Protection/Provider  Fairness 
• Professional  Liability  Reform 
• Health  and  Safety 

For  readership  purposes,  this  report  is  categorized  into  12  Sections: 

• Patient  Protection/Provider  Fairness 
• Professional  Liability/Plaintiff  Lawyers 
• Health  and  Safety 
• Non  Physician  Practitioners 
• Alternative/Complementary  Health 
• Medicaid 

• Kentucky  Child  Health  Insurance  Program 
• Abortion/Marriage 
• Certificate  of  Need 
• Other  Medical  Issues 
• Health  Insurance 
• Non  Medical  Issues 


PATIENT  PROTECTION 


KMA’s  primary  focus  during  the  1998  Session  was  to  enact  Patient  Protection  and 
Provider  Fairness  legislation  in  accordance  with  House  of  Delegates  directives. 
KMA  elected  to  include  Patient  Protection/Provider  Fairness  legislation  within 
HB  315,  the  DeWeese-Damron  proposal  to  reform  health  insurance,  rather  than 
presenting  the  proposal  as  a separate  and  distinct  bill.  The  legislative  strategy  to 
include  Patient  Protection/Provider  Fairness  in  HB  315  was  made  in  consultation 
with  General  Assembly  leadership,  sponsors  of  the  legislation,  KMA  leadership 
and  lobbyists.  Based  on  reports  from  other  states  and  AMA’s  experience  with  the 
1997  Congress,  this  turned  out  to  be  the  correct  decision.  In  1997  Chambers  of 
Commerce,  business  and  the  managed  care  industry  coalesced  to  defeat  these 
proposals  in  Congress  and  several  states. 

HB  315  included  the  following  Patient  Protection/Provider  fairness  components: 

(Adopted) 

Patient  information  from  insurers: 

Requires  all  insurers  to  state,  in  writing,  the  conditions,  terms  and  information, 
such  as  appeals  mechanisms,  prior  authorization  procedures,  restrictions  on 
access  to  providers,  and  other  review  mechanisms  imposed  by  the  insurer. 

Financial  disclosure  to  patients: 

Managed  care  plans  must  include  lists  of  physicians,  by  county,  specialty  and 
hospital  affiliation,  and  disclose  any  financial  incentives  from  the  managed  care 
plan  and  other  appropriate  consumer  information. 

Adequate  staffing: 

All  managed  care  plans  must  have  sufficient  numbers  of  primary  care,  specialist 
providers,  and  facility  access  for  their  enrollees.  Telephone  access  to  the  plan  must 
be  available,  and  reasonable  standards  must  be  established  for  waiting  times  to 
obtain  appointments. 

Choice  of  primary  care  provider: 

Adequate  choices  of  primary  care  must  be  available.  Patients  must  be  allowed  to 
choose  their  primary  care  provider  from  the  plan  list. 

Use  of  Specialists  as  primary  care  provider: 

Plans  must  permit  patients  to  use  specialists  as  a primary  provider  when  medical 
conditions  warrant. 

Prudent  layperson  definition  of  emergency: 

Emergency  care  must  be  available  without  prior  authorization,  and  the  definition 
of  “emergency”  must  be  defined  in  terms  a “prudent  layperson”  understands. 

Prohibit  gag  clauses: 

Plans  are  prohibited  from  limiting  providers  disclosure  of  medical  conditions  or 
treatment  options  to  patients. 

Once  prior  approval  is  granted  claim  can  only  be  rejected  in  cases  of 
fraud: 

When  prior  approval  has  been  obtained,  coverage  shall  not  be  retrospectively 
denied  unless  the  approval  was  based  upon  fraudulent,  materially  inaccurate,  or 
misrepresented  information  by  either  the  patient  or  the  provider. 
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Requires  managed  care  to  comply  with  “Do  not  substitute”  provision: 

When  a physician  determines  that  generic  substitution  of  a pharmaceutical 
product  is  medically  inappropriate,  the  pharmacist  shall  prescribe  the  product 
the  physician  determines  medically  appropriate  with  the  indication  “do  not 
substitute.”  No  substitution  shall  be  made  without  the  physician’s  approval. 

PROVIDER  FAIRNESS 

De-selection/Termination  of  provider 

Each  plan  must  have  a policy  governing  de-selection  or  termination  of  a provider 
from  a network.  If  requested  by  the  provider,  the  network  must  provide  a reason 
for  termination  and  hold  a hearing  within  30  days. 

Medical  Director 

The  Medical  Director  must  be  licensed  in  the  state  in  which  he  or  she  is  employed, 
and  is  responsible  for  treatment  policies,  protocols,  quality  assurance  activities, 
and  utilization  management  decisions  of  the  plan.  Decisions  to  deny,  reduce,  or 
terminate  a health  care  benefit  or  to  deny  payment  for  a health  service,  because 
that  service  is  not  medically  necessary,  shall  be  made  by  a physician. 

Prohibit  “most  favored  nation  clauses” 

Insurance  contracts  cannot  contain  a most  favored  nation  provision  unless  the 
Commissioner  determines  the  market  share  of  the  insurer  is  nominal. 

Prohibit  discriminatory  payments  to  providers 

Providers  under  the  guaranteed  acceptance  program  (GAP)  shall  be  reimbursed 
at  rates  that  are  no  less  favorable  than  the  rates  paid  to  comparable  providers 
for  services  delivered  to  enrollees  who  do  not  have  a high-cost  condition. 

Point  of  service  option 

Every  plan  must  provide  “point  of  service”  or  out-of-network  benefits  to  every 
contract  holder  that  allows  a covered  person  to  receive  covered  services  from  out- 
of-network  providers  without  having  to  obtain  a referral. 

Any  willing  provider 

Health  insurers  cannot  discriminate  against  any  provider  who  is  located  in  the 
geographic  coverage  area  of  the  health  benefit  plan  and  is  willing  to  meet  the 
terms  and  conditions  for  participation  established  by  the  health  insurer,  including 
Medicaid  and  Medicaid  partnerships. 

Insurer  accountability 

Insurer  accountability  for  limiting  coverage  for  any  treatment,  procedure,  drug, 
or  device  is  required.  When  coverage  is  denied,  a letter  provided  in  a timely 
manner  must  identify  the  person  making  the  denial;  give  the  reason  for  the 
denial;  and,  outline  alternative  services,  treatment,  or  procedures. 

PROFESSIONAL  LIABILITY  REFORM/PLAINTIFF  LAWYERS 

KMA’s  other  primary  legislative  goal  was  tort  reform.  Due  to  Patient 
Protection/Provider  Fairness  legislation,  we  spent  an  inordinate  amount  of  time 
on  the  “tort  reform”  defensive,  opposing  bills  disguised  as  “social  legislation,”  which 
in  reality  were  efforts  by  plaintiff  lawyers  to  expand  rights  of  actions. 
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Wron^^l  Death/Fetal  Personhood 

HB  293  Currently,  there  is  no  claim  for  “loss  of  consortium”  where  an  “unborn  child  in 
utero  without  regard  to  state  of  gestation”  is  involved.  HB  293  would  have  pro- 
vided for  damages  to  be  recovered  for  the  death  and  “for  grief  and  loss  of  compan- 
ionship” from  the  person  who  caused  it.  While  the  bill  exempted  physicians  and 
mothers  participating  in  the  abortion,  it  provided  no  protection  for  physicians 
performing  OB  care,  amniocentesis,  or  prescribing  medications. 

Waiver  of  Sovereign  Immunity 

HB  667  granted  a waiver  of  sovereign  immunity  if  the  state  purchased  liability  insurance 
or  maintained  self-insurance.  HB  667  would  have  placed  at  risk  physicians 
employed  by  the  state  or  its  entities,  and  physicians  serving  on  state  boards  and 
commissions. 

Cause  of  Action  Against  a Third  Party  Defendant 

HB  796  would  have  eliminated  the  statue  of  limitations  regarding  claims  against  third 
party  defendants  in  malpractice  and  other  personal  injury  actions. 

Definition  of  a Person 

SB  249  proposed  amending  statutes  to  include  all  human  beings  from  fertilization  to 
death  in  the  definition  of  a person. 

Parental  Consent  Prior  to  Counseling/Treating  Minors 

SB  294  mandated,  “by  statute,”  that  physicians  obtain  consent  from  parents/guardians 
before  diagnosing,  treating,  or  counseling  minors  (0-18). 

HMO  Liability  for  Patient  Injury 

SB  322  required  HMOs  making  medical  treatment  decisions  to  be  liable  for  damages  for 
harm  to  an  enrollee. 

Tort  Reform 

SB  411  proposed  to  limit  damages,  attorney  solicitation  of  clients,  regulate  attorney  fees 
and  punitive  awards,  provide  for  structured  settlements,  and  limit  non-economic 
loss.  SB  411  was  an  effort  to  reintroduce  serious  discussion  of  broad  sweeping  tort 
reform  and  may  be  a precursor  to  tort  reform  in  2000. 


HEALTH  & SAFETY 


Motorcycle  Helmet  Law 

HB  106  permits  individuals  over  21,  with  a prescribed  training  course,  to  operate 
motorcycles  without  helmets.  (Adopted) 

Tobacco 


SB  146 


SB  307 
HB  381 

HB  561 


transferred  jurisdiction  of  minors  who  illegally  purchase  tobacco  products  from 
the  Department  of  Agriculture  to  the  Juvenile  Session  of  District  Court.  HFA  3 
prohibited  purchase  of  tobacco  products  by  persons  under  age  18.  HFA  4 
prohibited  persons  from  providing  persons  under  18  with  tobacco  products.  SB 
146  was  adopted — but  HFA  3 & 4 were  defeated, 
prohibits  “individual”  sales  of  cigarettes.  (Adopted) 

Permitted  local  governments  to  enact  more  stringent  penalties  to  restrict  youth 
access  to  tobacco.  Amended  to  a “Task  Force  on  Teens  and  Tobacco.”  Passed  the 
House  but  died  in  the  Senate, 
prohibited  possession  of  tobacco  by  persons  under  18. 


Page  5 


r 


HB  917  Imposed  25  cent  tax  per  pack  on  cigarettes  for  agricultural  assistance  and 
diversification. 

Driving  Under  the  Influence  (DUI) 

HB  327  reduced  the  allowable  BAG  from  0.10  to  0.08. 

HB  455  Individuals  blowing  above  0.18  BAG  become  Glass  D felons.  (Adopted) 
Water/Boat  Safety 

HB  1 establishes  age  limits  for  operators  to  enhance  water  safety.  (Adopted) 

TB  Testing 

HB  131  eliminated  the  requirement  for  TB  testing.  (Adopted) 

Hepatitis  B 

HB  156  Mandates  Hepatitis  B test  for  pregnant  women.  (Adopted) 

Closing  Restaurants  When  Imminent  Danger  to  the  Public  Exists 
SB  68  permits  health  departments  to  close  restaurants  without  a hearing  in  the 
presence  of  imminent  danger  to  the  public.  (Adopted) 

Pick-up  Truck/Riders 

HB  192  prohibited  minors  from  riding  in  open  vehicles  on  public  highways. 

Bicycle  Helmets 

HB  254  required  minors  under  age  12  to  wear  helmets  when  riding  bicycles. 

HB  189  requires  study  of  promising  health  care  services  to  school  children  by  school  per- 
sonnel not  licensed  or  certified  to  perform  health  care  services.  (Adopted) 


NON  PHYSICIAN  PRACTITIONERS 

Nurses 

HB  187  requires  nurses  and  other  licensed,  registered,  certified,  or  otherwise  regulated 
employees  in  a hospital  to  wear  badges  or  insignia,  provided  it  does  not  violate 
sterile  procedures.  (Adopted) 

HB  190  Permits  ARNPs  to  sign  statements  that  a child’s  medical  condition  prevents  or 
renders  inadvisable  attendance  at  school.  (Adopted) 

HB  285  Permits  nurses  who  have  successfully  completed  required  training  to  make 
determinations  of  death.  (Adopted) 

HB  603  requires  that  nursing  facilities  provide  for  a criminal  record  check  of  nurses  as  a 
condition  of  employment.  (Adopted) 

HB  637  created  a “Glinical  Nurse  Specialist”  permitted  to  prescribe  under  ARNP 
guidelines. 

Optometrists 

SB  356  mandated  direct  access  to  managed  care  patients  by  optometrists.  (Withdrawn) 

Athletic  Trainers 

SB  285  expanded  the  practice  of  athletic  trainers  by  permitting  them  to  work  with 
“physicians,”  rather  than  “team  physicians”  and  broadly  defined  the  term  “athlete.” 

Clinical  Exercise  Physiologist 

HB  403  licensed  Glinical  Exercise  Physiologists. 

Physician  Assistants 

SB  28  permits  PAs  in  a collaborative  agreement  with  a physician  to  prescribe  non-legend 
drugs.  (Adopted) 
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Pharmacists 

HB  649  authorizes  pharmacists  to  assist  patients  dealing  with  tests  in  inventory  and 
which  can  be  sold  without  a prescription  or  order.  Pharmacists  with  collaborative 
agreements  and  as  authorized  by  the  collaborating  physician,  may  perform 
additional  tests  and  perform  appropriate  follow  up  treatment  as  permitted  under 
the  terms  of  the  agreement  with  the  physician.  (Adopted) 

Marriage  and  Family  Counselors 

SB  380  licenses  Marriage  and  Family  Counselors.  (Adopted) 

Pastoral  Counselors 

HB  608  Requires  “fee  based”  Pastoral  Counselors  to  be  certified.  (Adopted) 

Paramedics 

HB  285  permits  Paramedics  who  have  completed  a required  training  course  to  make 
determinations  of  death.  (Adopted) 

ALTERNATIVE/COMPLEMENTARY  HEALTH 

Naturopathy 

HB  158  licensed  Naturopaths,  granted  prescriptive  privileges,  allowed  them  to  perform 
minor  surgery,  remove  foreign  objects,  perform  acupuncture,  obstetrical  delivery, 
manipulative  therapy,  and  other  medical  procedures  and  services. 

Acupuncture 

HB  160  established  the  Board  of  Acupuncture/Oriental  medicine.  HB  160  authorized 
“defined”  practitioners  to  use  all  diagnostic  and  treatment  techniques  of  acu- 
puncture, oriental,  traditional,  and  modern  medical  techniques  for  the  prevention 
or  correction  of  a malady,  illness,  injury  , pain,  or  other  conditions.  A Committee 
substitute  deleted  all  contents  of  3 legislative  proposals  (HB  158/160/243) 
and  replaced  them  with  a directive  to  study  benefits  and  effects  of 
complementary  and  alternative  medicine.  The  Commission  will  be 
composed  of  various  representatives  including  the  Board  of  Medical 
Licensure,  KMA,  three  medical  schools  and  others.  (Adopted) 

Nonconventional  Medical  Treatment 

HB  243/SB  375 

proposed  creation  of  “Complementary  or  Nonconventional  medical  treatment” 
practitioners  under  the  Board  of  Medical  Licensure.  The  legislation  redefined 
dishonorable  and  unethical  conduct  and  character  and  limited  the  Board  of 
Medical  Licensure’s  ability  to  discipline  alternative  practitioners.  The  Board  would 
have  been  prohibited  from  construing  as  an  act  of  unprofessional  conduct  a 
physician’s  use  of  any  conventional  or  nonconventional  medical  care  with  a 
reasonable  expectation  of  efficacy  in  the  treatment  of  human  conditions,  ailments, 
diseases,  injuries,  or  infirmities. 

MEDICAID 

Regional  Medicaid  Partnerships 

SB  305  delayed  expansion  of  the  Medicaid  regional  partnerships  outside  Regions  3 and 
5 until  2000  and  prohibited  placing  mental  patients  under  managed  care. 

HB  178  exempted  mentally  retarded  persons  from  Medicaid  managed  care. 
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HB  213  exempted  developmentally  disabled  from  Medicaid  managed  care. 

HB  785  establishes  a Medicaid  Managed  Care  Oversight  Advisory  Committee  to  provide 
oversight  on  the  implementation  of  Medicaid  managed  care  including  access, 
utilization,  quality,  and  cost  containment.  (Adopted) 

Mandatory  Participation  in  Medicaid 

HB  124  mandated  participation  in  Medicaid,  tied  to  medical  license. 

Abolish  Medicaid  Pre-authorization  for  Drugs 

SB  351  directs  that  no  prior  authorization  be  required  for  reimbursement  of  claims 
involving  drugs  covered  by  Medicaid  for  a period  of  12  months,  during  the  time 
which  the  Drug  Management  Review  Advisory  Board  may  review  the  product. 
Safety  and  high  cost  measures  are  included  which  permit  the  Medicaid  Depart- 
ment to  withhold  approval  if  necessary  or  appropriate.  (Adopted) 

HB  118  required  the  Administration  to  request  a federal  waiver  to  cover  autism  and 
pervasive  developmental  disorder  under  Medicaid. 

Fraud  and  Abuse 

HB  227  required  physicians  participating  in  the  Medicaid  Managed  Care  program  to  be 
potentially  liable  for  a felony  for  “refusing  to  refer  ...  a patient . . . when  medically 
necessary.”  Such  standards  were  so  nebulous  that  in  any  instance  where  an 
inappropriate  result  occurred,  a physician  could  be  charged  with  a Class  D felony. 
In  other  words,  if  an  inappropriate  result  occurred  . . . something  medically  neces- 
sary, ie,  referral,  did  not  occur;  therefore  the  physician  is  guilty.  HB  541  was 
subsequently  introduced  to  correct  deficiencies  of  HB  227,  but  never  received  a 
hearing. 

Medicaid  Coverage  for  Children  14-18  at  100%  FPL  (KCHIP) 

SB  128  includes  a provision  calling  for  the  Commonwealth  to  include  all  children  from 
14-18  under  the  Medicaid  program.  (Adopted) 

KENTUCKY  CHILD  HEALTH  INSURANCE  PROGRAM  (KCHIP) 

Eligibilitv/Funding/Administration 

SB  128  in  accordance  with  the  1997  Federal  Budget,  authorizes  KCHIP  and  funds  the 
state  program  with  matching  money  for  a period  of  10  years.  Approximately 
90,000  of  125,000  uninsured  children  will  be  eligible  for  this  free  or  low  cost 
program.  Kentucky’s  1998-99  budget  funds  KCHIP  with  $13  million  which  in  turn 
will  be  matched  by  a $50  million  federal  subsidy.  SB  128  directs  KCHIP  to  be 
administered  by  the  Department  of  Medicaid.  Health  coverage  will  be  available  for 
children  under  age  18  up  to  200%  of  the  FPL.  Administration  costs  are  limited  to 
10%,  and  a seven  member  advisory  council  will  oversee  the  program.  Health 
Departments  are  permitted  to  bid  for  services,  and  Managed  Care  Partnerships 
will  be  eligible  to  participate  in  the  program.  (Adopted) 

KCHIP  Schedule  of  Benefits; 

Medicaid  reimbursement  schedules  will  be  used  under  the  program,  except  for 
those  regions  where  Partnerships  manage  the  program.  Patients  may  obtain 
dental  and  vision  care  directly.  Benefits  will  match  either  Blue  Cross/Blue  Shield 
federal  employee  program,  state  employees’  mid-range  plan,  or  a program 
promoted  by  the  state’s  largest  HMO.  (Adopted) 
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ABORTION/MARRIAGE 


Abortion 

24  hour  waiting  period/info  distribution 

HB  85  requires  women  to  wait  24  hours  before  obtaining  an  abortion  after  reviewing 
various  pictures,  drawings  and  other  information.  (Adopted)  (Vetoed) 
(Overridden) 

Partial  Birth  Abortion 

SB  124  criminalizes  the  “partial  birth  abortion”  procedure.  (Adopted) 

Licensing  Standards  for  Abortion  Facilities 

SB  217  requires  physician  offices  where  abortions  are  performed  to  be  licensed. 

(Adopted) 

Marriage 

HB  11  prohibited  same  sex  marriage. 

HB  13  renders  same  sex  marriages  occurring  in  foreign  jurisdictions  unenforceable  in 
Kentucky.  (Adopted) 

HB  37  prohibits  marriage  of  persons  under  16.  (Adopted) 

HB  702  required  statement  on  marriage  license  that  domestic  violence  is  illegal. 

CERTIFICATE  OF  NEED 

State  Health  Plan 

SB  306  codified  the  State  Health  Plan  which  placed  restrictions  on  physicians  seeking 
exemptions  from  SHP  via  the  Administrative  Regulatory  Review  process. 

Extend  CON 

SB  374  provides  a six  month  extension  for  projects.  (Adopted) 

CON  for  Physician  Offices 

HB  922  Required  physician  office/clinic  providing  some  surgical  procedures  to  be  licensed 
as  an  ambulatory  surgery  center. 

OTHER  MEDICAL  ISSUES 

Controlled  Substance  Abuse 

HB  115  authorizes  the  development  of  a computer  network  of  pharmacies,  and  a 
centralized  network  established  through  CHR.  Eventually,  pharmacists, 
physicians  and  other  providers,  by  accessing  the  computer  network,  will  be  able 
to  determine  if  a patient  is  a “doctor  shopper”  or  an  abuser  of  the  system. 
Following  a “date  certain”  prescriptions  for  controlled  substances  may  only  be 
written  on  secure  “copy  and  erasure”  proof  paper.  (Adopted) 

Charitable  Health  Care  Provider 

HB  128  provides  for  charitable  health  care  providers  to  render  care  within  their  scope  of 
licensure.  License  granted  under  reciprocal  agreements  to  an  individual  from 
another  state/country  is  evidence  of  a Kentucky  license.  Budgets  $20,000  for 
liability  insurance  that  the  state  will  provide.  (Adopted) 

Emergency  Medical  Services  for  Children  (EMSC) 

HB  249  establishes  the  EMSC  to  engage  in  data  collection  relating  to  child  emergency 
medical  services  and  trauma  care.  The  Cabinet  for  Health  Services  will  establish 
the  Emergency  Medical  Services  for  Children  Program.  (Adopted) 
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Warranties  for  New  Assistive  Devices 

HB  410  requires  manufacturers  of  assistive  devices  to  expressly  warrant  the  device 
against  any  condition,  defect,  or  malfunction  which  substantially  impairs  the  use, 
value,  or  safety  of  the  device  for  one  year.  Requires  that  only  the  manufacturer 
invoice  price  be  refunded  for  hearing  aids.  (Adopted) 

Breast  Cancer  Advisory  Committee 

HB  476  adds  a radiologist  fellowship  trained  in  breast  diagnostics  to  membership  on  the 
Breast  Cancer  Advisory  Committee.  (Adopted) 

Living  Will  Expansion 

HB  529  permits  a person  to  use  a living  will  to  give  all  or  any  part  of  the  body  upon  death 
for  any  purpose  specified  under  KRS  311.  185.  (Adopted) 

Brain  Injury  Trust  Fund 

HB299  establishes  the  Brain  Injury  Trust  Fund,  funded  by  imposing  fines  on  vehicle 
moving  violations  and  DUI.  (Adopted) 

Osteopathy 

SB  202  provides  tuition  to  eligible  Osteopathy  Medical  School  students  intending  to 
practice  in  the  Commonwealth.  (Adopted) 

Birth  Surveillance  Registry 

SB  336  directs  licensed  free-standing  birthing  centers/general  acute  care  hospitals  give 
access  to  medical  records  to  the  Birth  Surveillance  Registry.  (Adopted) 
Confidentiality  of  Peer  Review 
SB  268/HB  711 

includes  in  the  definition  those  proceedings,  records,  opinions,  conclusions,  and 
recommendations  made  during  a designated  professional  review  function  which 
are  to  be  kept  confidential  and  privileged,  medical  malpractice  proceedings, 
actions  arising  out  of  review  of  credentials  or  of  retrospective  review,  and  actions 
by  an  applicant  or  grantee  for  staff  privileges. 

HEALTH  INSURANCE 

Autism 

SB  63  requires  health  benefit  plans  to  provide  limited  health  coverage  for  autism  for 
therapeutic  respite  and  rehabilitative  care.  (Adopted) 

Emergency  Care 

SB  227  requires  health  benefit  plans  to  cover  and  reimburse  expenses  for  emergency  care 
without  prior  authorization  in  certain  situations.  (Adopted) 

Cochlear  Implants 

SB  135  requires  health  benefit  plans  to  cover  cochlear  implants.  (Adopted) 

Diabetes 

HB  380  requires  health  benefit  plans  to  cover  diabetes.  (Adopted) 

Hearing  Screening 

HB  456  requires  infant  hearing  screening  before  being  discharged  from  hospitals  and 
health  benefit  plans  to  provide  insurance  coverage.  (Adopted) 

Unfair  Trade  Practices/Provider  Discounts 

HB  457  establishes  that  it  is  an  unfair  trade  practice  if  an  insurer  fails  to  compute  an 
insured’s  coinsurance  or  cost  sharing  on  the  basis  of  the  amount  actually  received 
by  a health  care  provider  from  the  insurer.  (Adopted) 
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Cancer  Drugs/Treatment 

HB  618  requires  all  health  benefit  plans  not  to  exclude  coverage  of  cancer  drugs  when 
used  for  an  indication  other  than  one  on  its  label  if  the  drug  is  recognized  for  that 
indication  in  the  official  compendium  or  medical  literature.  Requires  professional 
journal  publications  to  meet  specific  criteria  and  include  documentation  regarding 
drug  safety  and  effectiveness.  Requires  reimbursement  if  the  drug  has  been 
prescribed  for  cancer  patients  and  recognized  as  safe  for  cancer  treatment.  A panel 
of  medical  experts,  nominated  by  the  KMA,  will  be  appointed  by  the 
Commissioner.  (Adopted) 

Women’s  Health  Insurance 

HB  864  requires  health  benefit  plans  to  offer  coverage  for  all  stages  of  breast 
reconstruction  surgery  following  a mastectomy  that  resulted  from  breast  cancer 
if  the  insurer  covers  mastectomies;  diagnosis  and  treatment  of  endometriosis  and 
endometritis  if  the  insurer  covers  hysterectomies;  bone  density  testing  for  women 
age  35  and  older,  when  indicated  by  the  health  provider.  (Adopted) 

NON  MEDICAL  ISSUES 

Lethal  Injection/Capital  Punishment 

HB  27  replaces  electrocution  as  a form  of  capital  punishment  with  lethal  injections. 

Physicians  are  prohibited  from  participating  in  an  execution  except  to  certify 
death,  and  only  after  the  condemned  has  been  declared  dead  by  another  indi- 
vidual. (Adopted) 

Annual  Sessions 

HB  246  a proposed  constitutional  amendment,  permits  the  General  Assembly  to  convene 
for  25  days  in  odd  number  years.  (Adopted) 

Administrative  Regulations 

HB  287  allows  the  public  to  more  effectively  participate  in  the  regulatory  process.  HB  287 
requires  notice  to  interested  parties,  standards  for  deferral  of  regulations,  more 
equitable  consideration  of  oral  and  written  comments,  and  additional  public 
hearings  if  necessary.  (Adopted) 
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AWARDS  NOMINATIONS 

The  KMA  Awards  Committee  is  accepting  nominations  for  the  two  highest  awards  the  Association  presents.  The  Distinguished  Service 
Award  is  presented  annually  to  a member  of  the  Association  based  on  the  following  criteria: 

• Contributions  to  organized  medicine  (including  membership  in  county  society,  attendance  of  county  and  state  meetings,  service  on 
committees,  leadership  as  an  officer,  etc.) 

• Individual  medical  service 

• Community  health,  education  and  civic  betterment 

• Medical  research 

The  nominee  may  qualify  on  any  one  or  all  combinations  of  these  points.  Reasons  for  the  nominations  should  be  clearly  stated. 

The  Kentucky  Medical  Association  Award  is  presented  to  an  outstanding  lay  person  in  Kentucky  each  year  in  honor  of  his  or  her 
outstanding  accomplishments  in  the  field  of  public  health  and/or  medical  care. 

The  Awards  Committee  will  have  the  responsibility  to  choose  recipients  of  the  KMA  Distinguished  Service  Award  and  the  Kentucky 
Medical  Association  Award.  Any  county  society  or  individual  member  may  suggest  nominees  to  the  committee. 

The  awards  are  presented  at  the  President’s  Luncheon  during  the  annual  meeting. 


AWARD  NOMINATION  FORM 


Name: 

Address: 

Birth  Date: Place: 

Marital  Status: 

Spouse’s  Name: 

Children: 


□ Distinguished  Service 
Award  (Physician) 

□ KMA  Award 
(Lay  Person) 


Education: 


Military: 


Membership  in  Professional  Organizations: 


Membership  in  Civic  Organizations: 


Honors  and  Awards: 

(Describe  nominees  qualifications  and  other  pertinent  information  which  the  Awards  Committee  may  consider  in  making  its  decision. 

Name  of  Person  or  Group  Submitting  Nomination:  

Address:  

Phone:  (Home) 

(Office) 

Please  fill  in  and  mail  to:  KMA,  Attn:  Awards  Committee,  4965  US  Hwy  42,  Ste  2000,  Louisville,  KY  40222-6301 


Deadline  for  receiving  nominations  is  Juiy  15. 


SPECIAL 


ARTICLE 


Which  Medical  School  Applicants 
Will  Become  Generalists  or 
Rural-Based  Physicians? 

Stephen  W.  Looney,  PhD;  Richard  D.  Blondell,  MD; 

Janice  R.  Gagel,  MSN;  Margaret  W.  Pentecost,  MAT 


The  hypotheses  that  data,  available  at  the  time 
when  a medical  school  admission  decision  is  made, 
can  be  used  to  predict  generalist  specialty  choice 
and  rural  practice  location  were  tested.  Applicant 
data,  available  to  admissions  committee  members 
at  the  University  of  Louisville  in  1986  and  1987 
about  the  classes  of  1990  and  1991  respectively, 
were  correlated  with  specialty  choice  and  practice 
location  in  a retrospective  cohort  study.  Data 
collected  from  1994  to  1996  about  the  1990  and 
1991  graduates  were  used  to  develop  a math- 
ematical model  to  predict  specialty  choice  and 
practice  location  using  stepwise  logistic  regression. 
These  models  were  more  accurate  in  predicting 
which  applicants  would  not  select  a generalist 
career  (negative  predictive  value  = 80. 7%)  than 
those  who  would  (positive  predictive  value  = 
42.  7%)  and  in  predicting  those  who  would  not 
practice  in  a rural  location  (negative  predictive  value 
= 91.9%)  than  those  who  would  (positive  pre- 
dictive value  = 37.8%).  We  conclude  that  applicant 
data,  available  at  the  time  admission  decisions  are 
made,  are  of  limited  value  for  identifying  those  who 
will  eventually  become  generalist  physicians  or 
practice  in  a rural  area.  However,  the  data  are  useful 
for  identifying  those  who  will  noL 


Kentucky  has  an  adequate  number  of  physicians 
for  the  total  population,  but  still  experiences 
shortages  of  generalist  and  rural-based 
physicians.  Of  the  120  counties  in  the  Common- 
wealth, all  of  49  counties  and  portions  of  another 
27  are  designated  as  Health  Professional  Shortage 
Areas  for  Primary  Care.'  Most  of  these  counties  are 
in  rural  areas.  This  problem  is  likely  to  continue 
into  the  future.  From  1991  to  1993,  the  number  of 
primary  care  physicians  in  Kentucky  increased  by 
only  14  (from  1269  to  1283)  while  the  number  of 
all  other  physicians  increased  by  1715  (from  5641 


to  7356).'  A similar  situation  exists  across  the  nation 
which  prompted  the  Association  of  American 
Medical  Colleges  (AAMC)  to  suggest  that  medical 
schools  “adjust  their  admission  criteria  to  increase 
the  matriculation  of  qualified  applicants  who 
evince  genuine  interest  in  a generalist  career.”^ 

The  selection  of  a career  specialty  is  a com- 
plex and  poorly  understood  process.  Of  the  many 
factors  that  appear  to  influence  specialty  choice, 
only  those  features  that  are  known  to  admissions 
committee  members  can  be  used  to  help  make 
decisions  about  whether  or  not  to  admit  a given 
individual  to  medical  school.  Bland  and  her  col- 
leagues analyzed  307  references  about  specialty 
choice  published  between  1987  and  1993.^''  This 
analysis  identified  only  a few  characteristics, 
present  at  the  time  of  admission  to  medical  school, 
that  appear  to  be  associated  with  a generalist 
career  choice:  being  female,  older,  and  married; 
having  a broad  undergraduate  background;  and 
having  non-physician  parents.  Blue  and  her  col- 
leagues at  the  University  of  Kentucky  found  that 
future  generalists  often  make  their  career  decision 
before  entering  medical  school,  but  note  that 
student-expressed  interest  in  a generalist  career  is 
not  used  as  an  admission  criterion  at  their 
institution.^ 

It  has  been  known  for  decades  that  medical 
students  from  rural  areas  are  more  likely  to 
eventually  practice  in  rural  areas  than  are  students 
from  urban  areas  and  vice  versa.®  Recent  studies 
continue  to  confirm  this.''®  Elam  and  her  colleagues 
found  that  medical  school  graduates  of  the  Uni- 
versity of  Kentucky  tended  to  return  to  their  in-state 
district  of  origin  to  practice  and  that  men  were 
more  likely  than  women  to  locate  their  practice  in 
a rural  area.® 

Is  it  possible  for  admissions  committee 
members  in  Kentucky  to  identify  which  applicants 
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who  are  not  only  qualified  to  become  successful 
medical  students  and  competent  physicians,  but 
are  also  likely  to  become  generalist  physicians 
and/or  practice  in  rural  areas?  Committee  mem- 
bers must  consider  a large  amount  of  applicant 
data  before  rendering  a decision  about  who  is 
admitted  to  medical  school:  demographics  (age, 
gender,  race,  marital  status,  hometowns,  etc); 
educational  background  (college  major,  grades, 
aptitude  test  scores,  etc);  and  interview  scores  con- 
cerning personality,  motivation,  career  goals,  and 
so  forth.  At  the  University  of  Louisville,  admissions 
committee  members  pay  particular  attention  to 
applicants  who  participated  in  the  Professional 
Education  Preparation  Program  (PEPP),  a state- 
wide program  designed  to  increase  the  likelihood 
that  qualified  rural  students  will  apply  to  and  be 
accepted  by  the  state’s  health  profession  schools. 

We  hypothesize  that  there  are  factors,  known 
at  the  time  individuals  apply  to  the  University  of 
Louisville  School  of  Medicine,  which  are  predictive 
of  specialty  choice  and  practice  location.  Further- 
more, we  hypothesize  that  mathematical  models 
could  be  developed  that  can  be  used  to  estimate 
the  probability  at  the  time  of  admission  that  a 
given  individual  will  choose  a generalist  career 
specialty  or  rural  practice  location. 

Methods 

Individuals  who  graduated  in  1990  and  1991  from 
the  University  of  Louisville  School  of  Medicine 
were  studied.  These  classes  were  selected  because 
they  were  the  most  recent  group  to  have  chosen  a 
career  specialty,  completed  residency  training  and 
selected  a practice  location  at  the  time  of  the  initial 
data  collection  during  the  summer  of  1994. 
Information  that  could  not  be  obtained  during  the 
summer  of  1994  was  added  to  the  database  as  it 
became  available  during  the  two  years  that 
followed. 

Information  available  to  the  admissions 
committee  when  the  subjects  applied  to  medical 
school  in  1986  and  1987  was  obtained  from  the 
original  application  materials  and  included:  demo- 
graphic information  (age,  race,  gender,  marital 
status,  number  of  children,  parental  occupation); 
hometown  (rural,  urban,  PEPP  county,  other); 
whether  or  not  the  American  Medical  College 
Application  Service  (AMCAS)  designated  the  sub- 
ject as  “rural”;  participation  in  the  PEPP;  type 
(private,  public)  and  location  (in-state,  out-of-state) 
of  the  subject’s  undergraduate  school;  under- 
graduate major  (science,  health  care  [eg,  nursing. 


pharmacy],  non-science);  undergraduate  Grade 
Point  Average  (GPA)  in  all  courses  and  the  GPA  in 
science  courses;  graduate  GPA,  if  applicable; 
scores  for  the  sections  of  the  version  of  the  Medical 
College  Aptitude  Test  (MCAT)  in  use  in  1986  and 
1987  (reading,  biology,  chemistry,  physics,  quanti- 
tative, and  science  problems);  a score  for  the 
recommendation  of  the  pre-medical  (pre-med) 
college  faculty;  scores  from  the  medical  school 
interview;  and  whether  or  not  this  was  the  indi- 
vidual’s second  application  to  medical  school. 
These  data  fields  were  selected  based  on  reviews 
of  the  published  studies  on  this  subject.^’^® 

The  undergraduate  GPA  and  the  GPA  in 
science  courses  were  obtained  from  the  AMCAS 
summary  form.  The  graduate  GPA  was  calculated 
from  the  subject’s  course  transcripts  by  officials  in 
the  admission  office  who  also  assigned  a value 
(based  on  a 10-point  Likert  scale)  to  the  pre- 
medical college  recommendation.  The  subject’s 
community  at  the  time  of  high  school  graduation 
was  used  to  determine  the  “hometown”  and  was 
considered  to  be  “rural”  if  it  had  a population  of 
less  than  25,000  and  was  not  located  in  a Bureau 
of  the  Census  Metropolitan  Statistical  Area  (MSA), 
and  “urban”  if  within  an  MSA.  Hometowns  not 
satisfying  the  definition  of  rural  or  urban  were 
classified  as  “other.”  Applicant  interview  scores 
rating  various  personality  characteristics  (scales  1, 
11,  111,  IV,  and  overall)  were  based  on  a 6-point 
Likert  scale. 

These  admissions  data  were  correlated  with 
the  collected  outcome  data:  academic  difficulty 
(ie,  course  failures  or  repetition,  failure  on  either 
part  1 or  11  of  the  National  Board  examination,  and 
failure  to  complete  medical  school  on  schedule); 
specialty  choice;  and  practice  location.  An  attempt 
was  made  to  contact  all  of  the  medical  school 
graduates  by  telephone  to  confirm  career  specialty 
choice  and  practice  location.  Generalists  were 
considered  to  be  those  practicing  family  practice, 
general  internal  medicine,  general  pediatrics,  or 
medicine/pediatrics.  The  same  definitions  used  for 
“rural,”  “urban,”  and  “other”  hometowns  were  also 
used  to  categorize  practice  location. 

The  Cochran-Mantel-Haenszel'°  method  was 
used  to  test  the  statistical  significance  of  and  find  a 
95%  confidence  interval  for  the  likelihood  — 
referred  to  as  “relative  risk”  in  the  terminology  of 
statistics  — of  eventually  choosing  a generalist 
specialty  or  practicing  in  a rural  area  for  each  of 
the  applicants’  categorical  characteristics  (age, 
gender,  marital  status,  etc)  which  were  known  at 
the  time  of  application.  The  unequal  variance 
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t-test''  was  used  to  compare  the  continuous  char- 
acteristics (MCAT  scores,  GPA,  interview  ratings, 
etc)  of  those  medical  school  graduates  who  chose 
a generalist  specialty  or  a rural  practice  location 
with  those  who  did  not.  All  statistical  tests  were 
two-tailed.  The  Statistical  Analysis  System  (SAS 
Institute,  Inc,  Cary,  North  Carolina,  1989)  was  used 
to  perform  all  the  calculations  of  this  study. 

Stepwise  logistic  regression'^  was  used  to 
select  the  combination  of  variables  which  best 
predicted  generalist  specialty  choice  and  rural 
practice  location.  The  “goodness-of-fit”  of  the 
resulting  logistic  models  was  assessed  using  the 
“score  test.”'^  The  sensitivity,  specificity,  and 
predictive  value  of  the  prediction  rules  were 
estimated  using  a “jackknife”  procedure  in  order 
to  reduce  the  bias  that  results  from  classifying  the 
same  data  used  to  construct  the  prediction  rules.'^ 

Results 

Of  the  234  graduates  (120  from  1990  and  1 14  from 
1991),  20  were  lost  to  follow-up,  leaving  214 
subjects  for  analysis.  There  were  64  graduates 
(30%)  who  were  practicing  generalists,  and  150 
(70%)  were  either  in  a non-generalist  practice  or 
in  the  process  of  completing  a non-generalist 
residency  or  fellowship.  Of  these  same  214 
subjects,  24  (11%)  were  practicing  in  a rural 
location,  1 13  (53%)  were  practicing  in  a non-rural 
location,  and  77  (36%)  were  either  still  in 
postgraduate  training  (N  = 66)  or  had  not  yet 
established  a definite  practice  location  (N  = 11). 
Of  the  214  subjects,  only  those  for  whom  the  data 
sets  were  complete  were  used  to  develop  the 
prediction  models,  210  for  the  generalist  model 
and  206  for  the  rural  practice  model. 

Table  1 summarizes  the  analyses  of  the 
characteristics  significantly  associated  with  the 
selection  of  a generalist  specialty  by  the  214 
subjects.  Age,  gender,  race,  marital  status,  home- 
town, and  the  CPAs  did  not  correlate  with  a gen- 
eralist specialty  choice.  Although  those  who 
selected  a generalist  specialty  had  lower  mean 
scores  for  four  of  the  six  sections  of  the  MCAT,  they 
were  no  more  likely  to  experience  academic 
difficulty  than  the  others. 

Table  2 summarizes  the  analyses  of  the  char- 
acteristics significantly  associated  with  the  selec- 
tion of  a rural  practice  location  by  the  214  subjects. 
Practice  location  did  not  correlate  with  age,  gen- 
der, race,  marital  status,  type  or  location  of  the 


Table  1.  Predictors  of  Generalist  Specialty  Choice 

Relative 

95% 

Confidence 

Predictor’ 

P-Value 

Risk 

Interval 

MCAT^:  Science  Problems  (— ) 

0.008 

N/A3 

N/A 

MCAT:  Physics  ( - ) 

0.009 

N/A 

N/A 

MCAT:  Quantitative  ( — ) 

0.016 

N/A 

N/A 

MCAT:  Chemistry  ( — ) 
Private,  out-of-state 

0.036 

N/A 

N/A 

undergraduate  education  ( — ) 

0.046 

0.50 

0.25-0.99 

Undergraduate  healthcare  major  (-r) 

0.048 

2.57 

1.01-6.56 

’A  plus  sign  (-(-)  indicates  a direct  relationship  with  generalist  specialty  choice,  and  a 
negative  sign  ( — ) indicates  an  inverse  relationship. 

^Medical  College  Aptitude  Test. 

■’Not  Applicable  for  continuous  characteristics. 

Table  2.  Predictors  of  Rural  Practice  Location 


Predictor’ 

P-Value 

Relative 

Risk 

95% 

Confidence 

Interval 

Urban  hometown  In  Kentucky  ( — ) 

<0.001 

0.24 

0.11  to  0.52 

Rural  AMCAS^  (4-) 

0.001 

3.28 

1 .65  to  6.53 

In-state  rural  hometown  (-t-) 

0.010 

2.54 

1.25  to  5.14 

Undergraduate  health  care  major  (-I-) 

0.025 

4.03 

1.19  to  13.62 

Hometown  in  PEPP^  county  (-I-) 

0.027 

2.41 

1.11  to  5.24 

Out-of-state  urban  hometown  (-f) 

0.034 

3.10 

1 .09  to  8.80 

Father,  other  health  care  profession  (-1-)'* 

0.037 

2.51 

1 .06  to  5.97 

Interview  rating:  overall  (-I-) 

0.049 

N/A^ 

N/A 

’A  plus  sign  (-I-)  indicates  a positive  association  with  rural  location,  and  a negative  sign 
( — ) indicates  negative  association. 

^American  Medical  College  Application  Service. 

^Professional  Education  Preparation  Program. 

'‘Health  care  profession  other  than  physician. 

^Not  Applicable  for  continuous  characteristics. 


likely  to  experience  academic  difficulty  than  those 
who  did  not. 

The  predictors  that  were  retained  in  the 
stepwise  logistic  regression  analysis  for  the  model 
to  predict  generalist  specialty  choice  are  listed  in 
order  of  importance.  A plus  sign  (-h)  indicates  a 
positive  association,  and  a negative  sign  (— ) indi- 
cates a negative  association.  They  were;  quanti- 
tative MCAT  score  (— );  reading  MCAT  score  (-I-); 
graduate  of  a public  out-of-state  undergraduate 
school  (-h);  graduate  of  a public  undergraduate 
school  in  Kentucky  (-I-);  biology  MCAT  score  (— ); 
undergraduate  health  care  degree  (-h);  second 
application  (— ).  For  rural  practice  location,  the  fol- 
lowing predictors  were  retained;  instate  urban 


undergraduate  college,  nor  the  CPAs.  Those  who 
selected  a rural  practice  location  were  no  more 

hometown  (-);  quantitative  MCAT  score  (-h);  non- 
rural,  non-urban  in-state  hometown  (— ),  and  pre- 
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med  score  (— ).  The  “score  test”  indicates  an 
adequate  fit  of  both  the  generalist  specialty  and 
rural  location  models  to  the  data  (p  = 0.001  and 
p < 0.001  respectively). 

The  classification  results  for  the  logistic 
regression  prediction  models  for  generalist 
specialty  selection  and  rural  practice  location  are 
summarized  in  Table  3.  The  generalist  specialty 
prediction  rule  accurately  classifies  the  majority 
(63.3%)  of  the  210  graduates  for  whom  a career 
specialty  was  known  and  for  whom  a complete 
data  set  was  obtained.  The  rural  practice 
prediction  rule  also  accurately  classifies  a majority 
(73.3%)  of  the  131  graduates  available  for  analysis 
(61%  of  the  total),  the  remainder  either  were  still 
in  training  or  had  not  yet  selected  a practice 
location. 


Table  3.  Classification  Accuracy  of  Predictive  Models  Based 

on  Logistic  Regression 

Characteristic 

Generalist  Practice  Choice 

Rural  Location 

Accuracy 

Sensitivity 

Specificity 

Predictive  Value  Positive 
Predictive  Value  Negative 

63 . 3%  (133/210  correct) 
65. 1 % (41  /63  correct) 
62.6%  (92/147  correct) 
42.7%  (41/96  correct) 
80.7%  (92/1 14  correct) 

73.3%  (96/1 31  correct) 
70.8%  (17/24  correct) 
73.8%  (79/ 107  correct) 
37.8%  (17/45  correct) 
91 .9%  (79/86  correct) 

Conclusions 

We  conclude  that  certain  applicant  characteristics 
are  predictive  of  the  selection  of  a generalist 
specialty  and  rural  practice  location,  but  we  were 
not  always  able  to  reproduce  the  findings  of  others. 
For  example,  gender,  age,  and  marital  status  have 
been  identified  by  others  as  significant,  but  did  not 
correlate  with  a generalist  specialty  choice  in  our 
study  population.  We  did  appear  to  confirm  the 
affinity  model  of  practice  location:  graduates  who 
were  from  a rural  hometown  were  more  likely  to 
return  to  a rural  area  to  practice  than  were 
graduates  who  were  from  an  urban  hometown  in 
Kentucky.  However,  we  found  that  graduates  who 
were  from  an  out-of-state  urban  hometown  were 
more  likely  to  select  a rural  practice  location  than 
the  others.  Perhaps  these  urban  students  had  a 
preexisting  interest  in  rural  health  care  and  were 
attracted  to  the  rural  nature  of  Kentucky  for  their 
medical  education  or  were  influenced  by  the 
required  rural  experiences  at  the  University  of 
Louisville. 

The  predictive  values  of  the  generalist 


specialty  and  rural  practice  prediction  rules  were 
better  for  determining  who  would  not  be  a 
generalist  or  establish  a rural  practice  than  for 
determining  who  would.  This  is  consistent  with  the 
conclusions  of  Bland  that  students  who  enter 
medical  school  with  a preference  for  primary  care 
may  have  this  preference  diminish  with  time 
particularly  during  the  clinical  years.^^'  The  cultures  | 
of  medical  schools  tend  to  socialize  students 
toward  specialty  careers  and  urban  practice  loca-  i 
tions. 

These  prediction  models  can  be  used  by 
admissions  committee  members  to  help  the 
University  of  Louisville  School  of  Medicine  reach  i 
the  goal  of  having  50%  of  its  graduates  select  a 
generalist  career  and  having  more  of  its  graduates 
practice  in  rural  locations.  Although  the  models 
are  weak  predictors  of  generalist  specialty  choice 
and  rural  practice  location,  these  models  can  be 
used  to  limit  the  number  of  matriculants  who  are 
not  likely  to  select  a generalist  career  or  practice 
in  a rural  area.  However,  admission  policies  alone 
cannot  accomplish  the  goals  of  the  School.  For 
example,  based  on  the  results  of  this  study,  to 
produce  a class  in  which  half  the  graduates  would 
select  a career  as  a generalist,  the  admissions 
committee  would  need  to  exclude  every  applicant 
who  was  likely  to  choose  a non-generalist  career. 
Since  this  is  not  likely  to  occur,  other  efforts  must 
be  used  to  compliment  admission  policies 
designed  to  increase  the  number  of  graduates  who 
choose  generalist  career  or  rural  practice  loca- 
tions. These  efforts  include:  (1)  recruiting  individ- 
uals more  likely  to  become  generalists  or  rural 
physicians  than  the  current  pool  of  applicants;  (2) 
attempting  to  limit  the  attrition  of  future  generalists 
during  medical  school  and  residency;  and  (3) 
supporting  generalist  and  rural  physicians  in 
practice. 

It  has  been  suggested  that  new  models  should 
be  developed  that  might  better  predict  an 
applicant’s  future.^  These  models  would  be  based 
on  other  factors  that  are  known  to  be  associated 
with  a generalist  career  choice  or  rural  location 
selection:  income  expectations,  lifestyle  prefer- 
ences, the  need  for  prestige,  and  so  forth. How- 
ever, it  is  not  clear  that  an  admissions  committee 
could  actually  collect  this  kind  of  information  and 
use  it  in  a systematic  way  to  make  admission 
decisions.  For  example,  if  either  gender  or  income 
expectations  were  found  to  be  an  important  factor, 
would  it  then  be  appropriate  to  use  it  for  a 
decision  about  the  admission  of  a given  applicant? 
Using  demographic  data  (eg,  gender)  as  admission 
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criteria  may  conflict  with  the  principles  of  equal- 
protection  and  due-process.'® 

Any  medical  school  that  uses  admission 
policies  to  achieve  goals  for  its  graduates  should 
validate  its  policies  through  studies  of  its  own 
matriculates.  Our  study  supports  this  assertion, 
since  applicant  characteristics  associated  with  the 
graduates’  specialty  choice  identified  by  other 
researchers  in  other  states  were  not  confirmed  by 
this  study.  Likewise  our  data  may  not  be  relevant 
to  other  institutions,  but  they  could  use  our  study 
methods  and  modeling  approach  to  develop 
prediction  rules  that  would  be  valid  for  their 
medical  school’s  applicant  pool.  Establishing  the 
degree  of  predictive  validity  of  any  intervention, 
scare  in  medical  education  research,  is  essential  if 
improvements  in  health  care  education  research 
are  to  be  realized.''' 
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A Disturbing  Trend 

“Healthcare  by  its  nature  is  not  a mere  commodity.  . . . Healthcare  is  fundamentally  different  from  most 
other  goods  because  it  is  essential  to  human  dignity  and  the  character  of  our  communities.  ” 

— The  late  Cardinal  Joseph  Bernadin 

“Mounting  shadows  darken  our  calling  and  threaten  to  transform  healing  from  a covenant  into  a business 
contract.  ” 

— Committee  to  Defend  Healthcare 


Terry  held  the  defibrillator  paddles 
to  the  patient’s  chest  and  once 
again  shocked  him  with  360  Joules 
of  electricity.  Still  his  heart  rhythm 
remained  ventricular  fibrillation.  His 
blood  pressure  was  not  detectable. 
Peggy  had  talked  with  the  attending 
physician  and  he  agreed  that  despite 
all  that  we  had  done  there  was  no  hope 
that  the  patient  would  survive.  We 
stopped  the  code  blue  and  shortly 
thereafter  pronounced  the  patient  dead 
at  2:45  am  on  Christmas  Day  1982. 

We  were  exhausted  but  there  was 
no  time  to  sleep.  The  medicine  service 
at  Christ  Hospital  was  quite  busy  that 
night.  That  Christmas  Day  Terry  was  the 
intern  on  call  for  the  medical  ICU  and 
Peggy  was  the  chief  medical  resident 
on  call  for  the  entire  hospital.  We 
would  never  have  worked  such  long, 
stressful  hours  just  for  money,  but  the 
non-material  rewards  of  caring  for  the 
sick  have  always  made  us  proud  to  call 
ourselves  physicians. 

A couple  of  years  after  that 
memorable  Christmas  Day,  we  finished 
our  residency,  got  married  and  have 
been  practicing  this  respected 
profession  in  the  Cincinnati  area  ever 
since.  Currently  we  are  in  the  practice 
of  Internal  Medicine  in  Covington,  Ky. 

Over  the  past  few  years  we  have 
noted  a disturbing  trend  in  this 
business  of  caring  for  the  sick  of  our 
community.  For-profit  or  market-driven 
healthcare  is  very  quickly  becoming  a 
major  controller  of  healthcare 
delivered  throughout  our  community 
and  across  our  country.  We  feel  that 
this  trend  not  only  threatens  the 
integrity  of  our  profession  but  more 
importantly  threatens  the  entire  system 
of  healthcare  provided  to  our 


communities. 

The  past  few  years  have  witnessed 
remarkable  growth  in  for-profit 
healthcare.  Yet  despite  a booming 
economy  and  low  unemployment 
rates,  we  have  also  witnessed  an 
increase  in  the  number  of  uninsured 
Americans,  up  to  41.7  million  people. 
This  revolution  in  healthcare  has  been 
a quiet  one.  We  feel  that  the  large 
majority  of  the  public  does  not  realize 
most  of  these  changes  and  certainly 
don’t  understand  their  significance. 

The  purpose  of  writing  this 
letter  and  the  purpose  of  a recent 
publication  in  the  Journo/  of  the 
American  Medical  Association  (JAMA) 
is  to  call  attention  to  this  major 
disturbing  trend  in  healthcare.  The 
JAMA  article  was  written  by  a group  of 
physicians  and  nurses  based  in  Boston, 
Massachusetts,  and  articulates  some  of 
our  concerns.  The  following  are  several 
quotes  from  this  thoughtful 
publication: 

“. . . The  shift  to  profit-driven  care  is  at  a 
gallop.” 

“. . . For  the  public  who  are  mostly 
healthy  and  use  little  care,  aware- 
ness of  the  degradation  of 
medicine  builds  slowly.” 

“. . . Market  medicine  treats  patients  as 
profit  centers.” 

“. . . Listening,  learning,  and  caring  give 
way  to  deal-making,  managing, 
and  marketing.” 

“.  . . Public  resources  of  enormous 

worth — non-profit  hospitals — built 
over  decades  by  charity,  devoted 
volunteers  and  taxes  are  being 
taken  over  by  companies  respon- 
sive to  Wall  Street  and  indifferent 
to  Main  Street.” 

“. . . The  Committee  to  Defend  Health- 


care wishes  to  call  attention  to  the 
deterioration  of  care  and  caring 
and  initiate  a colloquy  on  a future 
healthcare  guided  by  science  and 
compassion  rather  than  greed.” 
Christmas  Day  1997  we  were  again 
on  call  together.  Peggy  made  rounds 
at  St.  Elizabeth  South  and  Terry  made 
rounds  at  St.  Elizabeth  North. 
Thankfully  this  call  day  was  not  nearly 
as  stressful  as  that  Christmas  in  1982 
spent  at  Christ  Hospital.  In  1982  we 
would  often  have  trouble  sleeping  at 
night  wondering  when  the  next  code 
blue  would  be  called.  Now  we  still 
have  worried  nights  concerned  about 
our  patients.  But  now  we  have  the 
added  burden  of  worrying  about  our 
entire  healthcare  system.  We  believe 
now  is  the  time  to  call  a code  blue  on 
our  current  healthcare  system.  The 
powers  of  the  marketplace  and  for-profit 
medicine  may  seem  like  formidable  and 
insurmountable  foes  but  we  must  rise  to 
the  challenge  to  improve  the  healthcare 
delivered  to  our  communities. 

We  didn’t  stay  awake  for  36  hours 
taking  care  of  sick  people  Christmas 
1982  for  the  money.  We  didn’t  work 
Christmas  Day  1997  just  for  the  money. 

The  purpose  of  the  practice  of 
medicine  is  not  making  the  most  money 
for  stockholders. 

Our  hope  for  our  patient  in  1982  was 
that  he  would  wake  up  to  enjoy  a better 
health  status.  Our  hope  for  1998  is  that  our 
society,  our  legislators  and  our  profession 
wake  up  and  act  now  to  “create  a 
healthcare  system  based  on  science  and 
compassion  rather  than  greed.” 

Peggy  J.  /^AcDannold,  /V\D 
Terry  A.  /VlcDannold,  NO 
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The  Drugstore 


I must  admit  that 
considerable  good  can 
be  accomplished  by  these 
compulsory  pharmacy 
consultations  but  much  bod 
material  has  to  be  rejected  to 
reach  the  smaller  amount  of 
good  that  should  be 
adopted.  ” 


y office  has  a party  every 
week  that  cleans  the  tortured 
souls  of  the  party  goers  and 
gives  the  happy  energy  we  need  to 
go  forth  and  solve  real  problems, 
relieve  the  suffering  of  real  patients 
and  go  home  with  a sense  of  having 
accomplished  a little  good.  At  our 
party  we  take  an  unknowing  victim 
and  macerate  his  persona  beyond 
recognition,  throw  his  remains  to 
the  wolves  and  watch  the  wolves 
gleefully  satiate  themselves. 

We  call  our  party 

Time  for  Pharmacy  Review 

We  start  with  the  pharmacist’s 
recommendation,  like  change  a 
calcium  channel  blocker  to  an 
ACE  inhibitor.  Then  we  go  to  the 
rationale:  for  “cost  effectiveness.” 
This  is  so  irrational  it  should  be 
embarrassing  to  the  pharmacist. 

There  is  the  recommendation 
to  change  a medicine  the  patient 
has  taken  successfully  for  six 
months  for  “safety  profile.”  Since 
the  patient’s  profile  has  remained 
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safe  for  six  months,  this  might  be 
a good  reason  not  to  change  the 
medicine. 

There  is  the  continual  urge  to 
decrease  psychoactive  medicines 
and  this  is  a very  proper  thing  to 
try  to  do  but  the  opinion  of  nursing 
must  be  sought  and  respected  and 
serious  efforts  made  not  to  harm 
the  patient  by  mindless 
manipulation  of  medicines. 

In  the  final  analysis  1 must 
admit  that  considerable  good 
can  be  accomplished  by  these 
compulsory  pharmacy 
consultations  but  much  bad 
material  has  to  be  rejected  to  reach 
the  smaller  amount  of  good  that 
should  be  adopted.  The  intelligent 
participation  by  nursing  is  essential 
to  reach  recommendations  for 
improvement. 

So,  we  thank  the  pharmacist 
for  his  constructive  criticism 
without  telling  him  he  is  the  life 
of  our  pharmacy  review  parties. 

A.  Evan  Overstreet  MD 

Editor 
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Stir  What  Ya  Got! 


Jan  Crase 

KMAA  President  1998-99 


Following  is  the  Inaugural  Address 
presented  April  21,  1998,  by  Jan  Crase, 
Somerset,  as  she  assumed  the  Presidency 
of  the  Kentucky  Medical  Association 
Alliance. 


I’ll  try  not  to  be  like  the  politician 
making  a speech  who  got  a bit 
carried  away,  as  so  many  of  them  do, 
and  spoke  for  two  hours.  Finally,  he 
realized  what  he  was  doing  and  said, 
“I’m  sorry  1 talked  so  long,  1 left  my 
watch  at  home.’’  A voice  from  the  back 
of  the  room  yelled,  “There’s  a calendar 
behind  you.”  — Yes,  1 do  have  my 
watch. 

It  is  a pleasure  to  be  here  with  you. 
1 appreciate  so  very  much  all  the 
wonderful  support,  encouragement, 
and  especially  all  the  kindness  you 
have  shown  to  me. 

Physicians  are  caring  people  — 
Physician  spouses  are  caring 
people  — How  important  is  it 
to  care  for  others? 

Angie  DeWeese  tells  a story  about 
the  great  anthropologist  Margaret  Mead 
who  dedicated  her  life  to  studying 
ancient  cultures.  One  day  a student 
asked  her  for  the  very  earliest  sign  of 
civilization  in  any  given  culture.  He 
expected  the  answer  to  be  a clay  pot, 
or  perhaps  a fishhook,  or  a stone  for 
grinding  grain.  Her  answer  was,  “A 
healed  femur.”  She  explained  that  no 
healed  femurs  are  found  among 
savages.  You  will  find  skulls  crushed  by 
clubs,  and  temples  pierced  by  arrows, 
but  no  healed  femurs  are  found  where 
the  law  of  the  jungle,  survival  of  the 
fittest,  reigns.  A healed  femur  shows 
that  someone  had  to  show 
compassion.  Someone  had  to  care  for 
that  person  with  the  broken  leg  while  it 
healed.  Someone  had  to  do  that 
injured  person’s  hunting  and  bring 
him  or  her  food  until  that  leg  healed; 
therefore  the  first  sign  of  civilization 
is  caring  for  others.  — Nothing 


happens  until  someone  cares! 

We  are  all  privileged  to  be  a part 
of  such  a caring  profession  and  such  a 
caring  organization.  Let  me  share  with 
you  my  own  personal  story  about  the 
care  and  concern  of  this  organization. 

Many  years  ago  when  my  husband 
graduated  from  medical  school  and  we 
moved  to  Wichita,  Kansas,  where  1 
didn’t  know  a soul,  it  was  the  medical 
auxiliary  who  welcomed  me  and 
helped  me  to  acclimate  to  that 
community,  so  much  so  1 didn’t  want 
to  leave.  When  we  moved  to  Berea, 
Kentucky,  the  medical  auxiliary  was 
there  for  me  and  helped  me  get 
involved  in  community  projects  right 
away.  Then,  when  Jim  was  drafted  into 
the  Navy  and  we  moved  to  Norfolk, 
Virginia,  where,  again,  1 didn’t  know 
a soul  — you  guessed  it,  the  Navy 
medical  auxiliary  welcomed  me  with 
open  arms  and  again  helped  me 
acclimate  to  a whole  new  way  of  life. 
When  moving  to  Somerset,  Kentucky, 
the  medical  auxiliary  was  there  again 
to  support  me  and  help  me  to  adjust 
and  get  involved  in  the  community.  1 
have  learned  that  medical  spouses  are 
involved  in  everything  worthwhile  in 
the  community.  If  at  least  one  of  them 
is  not  involved  in  an  organization,  then 
don’t  bother.  The  auxiliary  or  alliance 
as  it  is  called  today  has  been  there  for 
me  all  my  married  life.  It  has  been  a 
base  of  support,  a supply  of  friends, 
and  a most  caring  organization. 

You  people  understand  where 
I’m  coming  from  and  what  I’m 
experiencing.  You  understand  phones 
ringing  all  night,  spouses  being  up  all 
night  going  back  and  forth  to  the 
hospital,  worrying  about  a patient. 

You  understand  lots  of  time  alone. 
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late  dinners,  and  going  to  social  events 
alone.  You  understand  it  all  because 
you  have  been  there  and  done  that. 

My  agreeing  to  serve  as  your  president 
is  a very  small  way  of  giving  back  to 
the  organization  that  has  given  so  very 
much  to  me. 


I enter  upon  my  duties  as  president, 
however,  with  a sense  of  humility. 

1 am,  for  a short  period  of  time,  to 
be  captain  of  a ship  in  which  every 
member  of  the  crew  is  capable 
of  being  captain. 

Most  presidents  use  some  theme 
or  motto  for  their  year  of  service.  Most 
of  these  themes  sound  ideal  or  imply 
high  goals.  Well,  mine  does  not  imply 
either  — but  somehow  1 think  it  fits.  It 
comes  from  a story  about  a College 
President  and  Bible  teacher,  who  while 
returning  home  late  one  night  had 
stopped  at  a roadside  diner  in  a Texas 
hill  country  town  to  get  a quick  cup  of 
coffee.  Being  accustomed  to  using 
large  amounts  of  sugar  in  his  coffee, 
he  quickly  used  all  the  sugar  packets 
the  waitress  had  left  on  the  table  for 
him,  but  wanted  more.  As  the  waitress 
came  near  his  table  again,  he  called 
out,  “1  want  some  more  sugar,  please.” 
The  crusty  old  gal  defiantly  put  her 
hands  on  her  hips,  leaned  over  toward 
him  and  snapped,  “Why  don’t  ya  stir 
what  ya  got!” 

\^en  you  feel  there  is  a scarcity 
of  sugar  or  whatever  in  your  life,  “Why 
don’t  ya  stir  what  ya  got.”  1 thought  that 
could  be  a good  slogan  for  us. 

Theodore  Roosevelt  said, 

“Do  what  you  can/with  what  you 
have/where  you  are.”  In  other  words  — 
stir  what  ya  got! 


octors  are  under  tremendous 
stress  and  being  attacked  from 
numerous  directions.  We  all  know 
this  stress  is  not  staying  in  the  office, 
it’s  going  home  with  the  physician 
and  is  affecting  spouses  and  families. 


Both  physicians  and  patients  are 
experiencing  more  and  more 
frustration  as  they  encounter  scarcity 
and  choices.  So  what  are  we  going  to 
do?  How  are  we  going  to  “stir  what 
we  got?”  What  is  our  most  valuable 
possession? 

What  about  the  fact  that  we  have 
each  other?  After  all,  we’re  all  in  this 
together.  We  are  all  a part  of  this  family 
of  medicine.  Physicians  need  support, 
and  we  all  need  each  other.  There  are 
many  divisive  forces  out  there.  The  old 
theory  of  divide  and  conquer  is  alive 
and  well  and  being  used  by  more  than 
one  group  against  the  physician.  Also 
there  is  much  adversity  and 
uncertainty  in  the  profession  itself. 
Therefore,  it  is  all  the  more  important 
that  physicians  put  aside  their 
differences  and  spouses  put  aside  their 
differences  and  all  work  together  to 
protect  physician  and  patient  choices, 
thereby  protecting  quality  medical 
care.  United  we  can  stand,  divided  we 
shall  surely  fall.  Can  the  Alliance  be  the 
glue  that  helps  hold  the  family  of 
medicine  together? 

Whatever  happens  to  medicine, 
happens  to  you  the  spouse.  Medicine’s 
image,  positive  or  negative,  affects  you 
the  spouse.  High  liability  insurance 
rates  and  adverse  medical  legislation 
affect  you  the  spouse.  The  quality  of 
medical  care  affects  you  the  spouse. 

I’ve  heard  doctors’  spouses  say,  “1  don’t 
want  to  join  the  Alliance  — it’s  too 
much  like  a ladies’  aid  society  — 
besides  1 want  my  own  identity.”  Well, 
to  those  1 say,  “First  of  all,  when  you 
married  a physician  you  added  the 
identity  of  being  a physician’s  spouse; 
whether  you  like  it  or  not,  that  came 
with  the  package.  You  can  have  any 
other  identity  you  wish,  but  as  long  as 
you  are  married  to  a physician,  you  will 
also  be  known  as  a physician  spouse 
so  you  might  as  well  join  the  spouse’s 
organization  and  get  to  know  others 
who  understand  where  you  are  coming 
from,  and  who  share  your  unique 
experiences  and  problems.  Besides,  it’s 
an  extremely  worthwhile  organization 


doing  great  things  for  the  community, 
the  state,  and  the  nation.” 


In  addition  to  the  warm  cozy  feeling 
and  support  given  to  us  members, 
the  Alliance  always  looks  to  the 
advancement  of  health  and  education. 
It  has  a long  and  rich  history  of  75 
years.  It  was  organized  in  Kentucky  in 
1923  in  Crab  Orchard.  Over  the  years 
this  organization  publicized  multiple 
public  health  hazards,  fought  for 
better  access  to  health  care,  distributed 
information  about  teen  pregnancy, 
assisted  in  public  vaccination  and 
school  health  programs,  raised  funds 
for  medical  research  and  education, 
and  has  been  active  in  the  political 
arena. 

Today,  the  Alliance  still  looks  to 
the  advancement  of  health  and 
education.  Its  activities  fall  into  four 
main  categories  — AMA/ERF,  Health 
Promotions,  Legislative,  and 
Membership. 

AMA/ERF:  Kentucky  has  a 
rich  history  of  supporting  the  AMA 
Education  Research  Foundation,  and 
hopefully  this  year  we  can  endow  an 
Alliance  scholarship  with  these  funds 
at  both  U of  L and  U of  K medical 
schools. 

HEALTH  PROMOTIONS:  1 11  briefly 
touch  on  three  health  projects  to  be 
addressed  this  year. 

#1.  The  Alliance  has  been  involved  in 
many  health  promotions  over  the  years, 
but  none  more  significant  than  SAVE, 
which  stands  for  “Stop  America’s 
Violence  Everywhere.”  This  is  a 
nationwide  effort  of  physicians’ 
spouses  to  combat  violence  through  a 
wide  range  of  grassroots  initiatives. 

Why  is  there  a need  for  SAVE? 

1.  Violence  is  today’s  number  one 
health  crisis. 

2.  Violence  is  one  of  the  most 
profound  yet  preventable  health 
epidemics  of  our  time. 
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3.  Violence  has  replaced  disease  as 

the  number  one  killer  of  children. 

Yet,  violence  is  a chosen 
behavior. 

A united  effort  with  lots  of  support 
accomplishes  much  more  than  a single 
effort.  Joining  hands  and  working 
together  with  the  schools,  the 
government,  other  non  profit 
organizations  and  businesses,  we  can 
Stop  America’s  Violence  Everywhere. 
Shall  we  carry  this  program  forward  in 
Kentucky  this  year? 

#2,  Did  you  know  that  according  to 
the  September  1993  issue  of  American 
Journal  of  Public  Health,  teachers  have 
a 60%  higher  mortality  from  breast 
cancer  than  any  other  professional 
group?  1 think  we  have  found  a way  to 
reach  45,000  Kentucky  teachers  plus 
40,000  school  staff  and  remind  them  to 
get  their  mammograms.  Stay  tuned. 

#3.  Smoking.  We’re  all  aware  of  the 
health  hazards  of  smoking  and  the 
importance  of  early  prevention.  Please 
take  a look  at  the  SMART  program  this 
year  and  see  if  you  would  like  to  use 
this  in  your  county. 

1 think  we  would  agree  that  cdl 
these  health  promotion  projects  are 
extremely  worthwhile. 

LEGISLATIVE:  As  most  of  you  know, 

1 am  especially  interested  in  the 
legislative  process  and  1 encourage  you 
to  be  involved  also.  After  all,  medicine 
and  politics  are  a family  affair.  For 
every  law  that  is  passed,  there  are 
winners  and  there  are  losers.  In  the 
political  arena  you  have  a choice. 

You  are  either  a participant  or  you 
are  a victim.  Unfortunately  there  is  no 
category  of  spectator.  Power  does  not 
reside  in  the  profession.  It  resides  with 
those  who  take  it.  What  about  a 
political  workshop  with  a “Back  to 
Basics”  training?  You  can’t  fight  a war 
without  an  army.  Physicians  and 
Alliance  soldiers  need  to  receive  basic 
training  for  combat  readiness.  Are  you 
ready  to  “stir  what  ya  got”  and  accept 
the  responsibility  of  power? 


L t A N 


MEMBERSHIP:  Membership  is 
always  a challenge  in  any  organization; 
however,  special  challenges  are  facing 
this  one.  First  of  all,  about  40%  of  the 
medical  students  today  are  female,  and 
their  male  spouses,  thus  far,  are  not 
inclined  to  join  this  organization.  What 
can  be  done  about  this?  Also,  in  the 
USA  the  average  length  of  marriage 
before  divorce  is  7 years  and  married 
physicians  have  a 10-20%  higher 
divorce  rate  than  that  of  the  general 
population.  Some  states  are  looking  at 
allowing  divorced  members  to  remain 
on  as  members.  Is  this  something  to 
consider  in  the  future?  Anyway,  one  of 
the  most  successful  techniques  for 
getting  new  members  seems  to  be 
personal  contact  where  each  member 
invites  a non-member  to  join.  Tell  your 
own  personal  story  of  why  you  joined 
the  Alliance  and  what  the  Alliance 
means  to  you.  Please,  take  the  time 
to  invite  a non-member  to  join.  1 
challenge  you  to  be  innovative  and 
increase  membership  in  your  own 
county  and  help  organize  at  least  one 
other  adjoining  county. 

This  organization  has  tremendous 
potential  and  talent.  The  Alliance 
is  one  of  the  most  highly  organized 
and  involved  health  organizations  in 
local  communities,  the  state  of 
Kentucky,  and  the  Nation.  When 
joining  efforts  with  the  Medical 
Association,  the  potential  is  awesome; 
however,  potential  doesn’t  amount  to 
a hill  of  beans  if  it  is  not  exercised. 

Will  Rogers  said,  “Even  if  you’re  on 
the  right  track,  you’ll  get  run  over  if 
you  just  sit  there.”  Why  not  get  up 
and  “stir  what  ya  got?” 

In  today’s  world  of  TV  and  mass 
media,  perception  seems  to  be  reality. 
Doctors’  images  have  been  tarnished 
as  a result  of  perception;  therefore, 
we  all  need  to  be  more  aware  of  the 
importance  of  good  public  relations. 

The  special  strengths  of  the 
Alliance  are  in  public  relations  and  the 
legislative  arena.  These  tools  are 


C E 


extremely  valuable  to  physicians  today, 
so  why  not  work  together.  There  is 
power  in  partnership.  Besides,  it  is 
more  fun  working  together. 

Of  all  the  virtues  we  can  learn, 
one  trait  is  most  useful,  most  essential 
for  survival,  and  most  likely  to  improve 
the  quality  of  life  — that  is  the  ability 
to  transform  adversity  into  an 
enjoyable  challenge.  Let’s  care 
enough  to  carve  these  stumbling 
blocks  into  stepping  stones.  Never 
doubt  that  a small  number  of 
committed  people  can  change  the 
world  — in  fact,  it  is  the  only  thing  that 
can.  In  other  words,  “Why  don’t  we  stir 
what  we  got!” 

Jan  Crase 

KA^AA  President 
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Hariy  W.  Carloss,  MD 
Nominated  for  KMA  President-Elect 


Harry  W.  Carloss,  MD,  has  been  nominated  for 
the  office  of  President-Elect  of  the  Kentucky 
Medical  Association. 

An  internist  practicing  in  Paducah,  Dr  Carloss 
served  as  1st  District  KMA  Delegate  for  13  years, 
from  1985  to  1997;  five  years  as  a Trustee,  1992-96; 
Vice  Chair  of  the  Board  of  Trustees  in  1994-95;  and 
Chair  of  the  Board  of  Trustees  in  1995-97.  In  1997 
he  was  elected  to  a one-year  term  as  Vice  Presi- 
dent. He  has  served  continuously  on  the  KEMPAC 
Board  since  1992.  Other  current  commitments  to 
KMA  include  service  on  the  Public  Education, 
Professional  Liability,  Legislative  Quick  Action,  and 
Cancer  Committees,  as  well  as  the  Physician  Advis- 
ory Committee  to  Health  Kentucky. 

In  addition  to  membership  in  numerous  pro- 
fessional associations.  Dr  Carloss  is  a fellow  of  the 
American  College  of  Physicians  and  the  Royal 
Society  of  Medicine.  He  is  an  Associate  Clinical 
Professor  of  Medicine  at  the  University  of  Louisville 
and  an  Assistant  Professor  of  Internal  Medicine  at 
the  University  of  Kentucky. 

Dr  Carloss  is  deeply  committed  and  devotes 
many  hours  to  cancer  research,  cancer  treatment, 
and  Hospice  endeavors. 

Born  in  Lexington,  Kentucky,  Dr  Carloss  re- 
ceived an  undergraduate  degree  from  the  Univer- 
sity of  Kentucky  in  1971  and  a medical  degree 
from  the  University  of  Louisville  School  of  Medi- 
cine in  1975.  Following  an  internship  and  resi- 
dency at  the  University  of  Louisville,  he  completed 
a two-year  fellowship  at  Scripps  Clinic  and 
Research  Foundation,  Division  of  Hematology/ 
Oncology,  one  year  of  which  he  served  as  Chief 
Hematology  Fellow  and  Chief  Fellow. 

Dr  Carloss  and  his  wife  Barbara  have  two 
daughters  and  one  son. 
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PEOPLE 

Sam  A.  Labib,  MD,  Whitesburg,  was 
inducted  as  a fellow  of  the  American 
Academy  of  Orthopaedic  Surgeons 
during  ceremonies  at  the  Academy’s 
65th  annual  meeting  in  New  Orleans. 
Dr  Labib  was  one  of  648  new  fellows 
inducted.  With  17,000  active  members, 
the  Academy  is  the  largest  medical 
association  for  musculoskeletal 
specialists.  Its  members  have 
completed  medical  school  plus  at 
least  5 years  of  specialty  study  in 
orthopaedics  in  an  accredited 
residency  program,  passed  a 
comprehensive  oral  and  written  exam, 
and  been  certihed  by  the  American 
Board  of  Orthopaedic  Surgery. 

Leah  J.  Dickstein,  MD,  recently  was 
honored  as  one  of  five  Louisville-area 
Women  of 
Distinction 
for  1998.  Dr 
Dickstein  has 
an  international 
reputation  as 
a physician, 
psychiatrist,  and 
educator.  She 
grew  up  in 
Brooklyn,  NY,  and  met  her  future 
husband.  Dr  Herbert  Dickstein, 
while  they  were  in  college  there.  While 
he  was  in  medical  school  in  Belgium 
she  worked  to  support  them,  at  one 
time  juggling  seven  part-time  jobs.  She 
took  Flemish-language  courses  in 
psychiatry  and  criminology  and,  after 
her  husband’s  graduation,  became  a 
teacher  — first  in  Belgium,  then  at  an 
inner-city  elementary  school  in 
Brooklyn. 

In  1966  Dickstein  was  admitted  to 
the  University  of  Louisville  School  of 
Medicine,  and  remained  in  Louisville 
as  a physician  and  teacher.  The 
problem  of  domestic  violence  has 
occupied  much  of  her  attention,  and 
she  developed  a curriculum  on  sexual 
harassment,  conducting  workshops 
nationally  and  with  all  19  departments 


at  the  medical  school.  She  instructs 
junior  medical  students  on  domestic 
violence,  has  edited  a book  on  the 
issue,  and  serves  on  the  National 
Advisory  Council  on  Family  Violence. 

Dr  Dickstein  is  a prolific  writer. 

She  is  currently  finishing  four  books, 
including  one  based  on  a health- 
awareness  workshop  she  has 
conducted  for  17  years,  and  one  on 
the  history  of  women  physicians  in 
Kentucky.  She  also  is  working  on  a 
study  of  survivors  of  German 
concentration  camps  in  World  War  11. 

All2in  Tasman,  MD,  Chairman  of  the 
University  of  Louisville  Department  of 
Psychiatry  and 
Behavioral 
Sciences,  has 
been  elected  by 
a wide  margin 
to  a term  as 
President-Elect 
of  the  American 
Psychiatric 
Association 
beginning  in  June  1998.  He  will 
assume  the  office  of  President  of  the 
Association  in  May  1999.  The  American 
Psychiatric  Association,  founded  in 
1844,  is  the  oldest  medical  specialty 
society  in  the  United  States.  With  more 
than  40,000  members,  the  APA  is  the 
largest  organization  of  psychiatrists  in 
the  world. 

Dr  Tasman’s  activities  with  the 
American  Psychiatric  Association 
have  spanned  20  years.  He  is  presently 
completing  a two-year  term  as  Vice 
President.  From  1988  to  1992  he 
chaired  the  APA’s  Scientific 
Program  Committee,  where  he  had 
responsibility  for  coordinating  the 
entire  scientific  content  of  the 
association’s  annual  meetings.  He 
also  has  been  a member  of  the  APA’s 
Council  on  Medical  Education  and 
Career  Development. 

A Louisville  native  and  1973 
graduate  of  the  University  of  Kentucky 
College  of  Medicine,  Dr  Tasman  has 
had  a longstanding  commitment  to 
excellence  in  clinical  care.  He  is  a 


graduate  of  the  Western  New  England 
Institute  for  Psychoanalysis  in  New 
Haven,  Connecticut.  Training  in 
psychoanalysis,  a specialized  form  of 
psychotherapy,  requires  a lengthy 
program  of  course  work  and 
supervised  clinical  work  following 
psychiatric  residency.  His  research, 
supported  by  a number  of  grants  over 
the  last  15  years,  has  focused  on  the 
neurophysiology  of  cognitive  process, 
especially  related  to  alcoholism. 

Dr  Tasman  also  is  serving  in  his 
second  term  as  the  President  of  the 
American  Association  of  Chairs  of 
Departments  of  Psychiatry.  He  is  also  a 
past  president  of  the  American 
Association  of  Directors  of  Psychiatric 
Residency  Training  and  of  the 
Association  for  Academic  Psychiatry. 
Dr  Tasman  is  the  only  individual  in  the 
history  of  these  major  academic 
psychiatry  organizations  to  serve  as 
president  of  all  three. 

Dr  Tasman  is  the  Deputy  Editor  of 
The  Journal  of  Psychotherapy  Practice 
and  Research,  and  has  been  the  editor 
or  co-editor  of  16  psychiatric 
textbooks.  He  is  the  senior  editor  of  a 
new  comprehensive  textbook  of 
psychiatry,  entitled  Psychiatry, 
published  in  January  1997.  'The  New 
England  Journal  of  Medicine,  in  an 
August  28,  1997  review,  called  it  “the 
best  current  textbook  of  psychiatry.” 


UPDATES 

Parke-Davis  and  Pfizer,  Inc  Provide 
LIPITOR  for  Health  Kentucky 

The  Parke-Davis  division  of  Warner 
Lambert  Company  and  Pfizer,  Inc 
will  provide  LIPITOR®  (atorvastatin 
calcium)  tablets  free  of  charge  to 
Kentuckians  who  live  below  the  federal 
poverty  standards  and  have  no  public 
or  private  insurance,  Donald  C. 
Barton,  MD,  president  of  Health 
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Kentucky,  Inc,  announced  recently  at 
a Health  Kentucky  Board  of  Directors’ 
meeting. 

The  free  pharmaceuticals  are  part 
of  a unique  voluntary  effort  by  Health 
Kentucky,  Inc  to  provide  low-income 
Kentuckians  access  to  quality  health 
care.  Originally  offering  physician  and 
hospital  services,  the  program  has 
expanded  since  its  inception  in  1984 
to  include  pharmaceutical,  dental, 
hospice,  and  home  health  services. 
Throughout  the  state  more  than  1,900 
physicians,  500  pharmacies,  150 
dentists,  every  acute  care  hospital,  and 
5 pharmaceutical  companies  volunteer 
their  services  to  this  “safety  net” 
program.  Approximately  300,000 
Kentuckians  are  potentially  eligible 
for  the  services. 

Parke-Davis  and  Phzer,  Inc  will 
provide  LIPITOR®,  their  cholesterol 
lowering  medication,  to  those  patients 
who  qualify  for  the  program.  LIPITOR® 
was  discovered  and  developed  by  the 
Parke-Davis  Research  Division  of 
Warner-Lambert.  Parke-Davis  and 
Pfizer,  Inc  are  collaborating  on  clinical, 
marketing,  and  sales  support  for  the 
product  in  the  US,  and  broadly  in  key 
international  markets. 

“This  medication  hlls  an  unmet 
need  in  our  drug  list  and  will  greatly 
benefit  the  program’s  participants, 
many  of  whom  may  have  gone  without 
this  needed  medication,”  Dr  Barton 
said. 

Low-income  Kentuckians  can 
access  the  free  prescription  drugs 
through  the  following  procedure; 

• To  learn  whether  they  qualify, 
patients  must  first  telephone  the 
statewide  toll-free  Physicians  Care 
hotline  (1.800.633.8100)  weekdays 
between  the  hours  of  8 am  and 
4:30  PM. 

• To  qualify,  a patient  must  have  a 
currently  valid  Kentucky  Physicians 
Care  eligibility  form.  The  form 
documents  that  the  individual  has 
been  appropriately  screened  as 
eligible,  is  without  health  insurance 
and  is  ineligible  for  such  government 


FRAUD  AND  ABUSE  AUDITS  UNDERWAY 


Many  physicians  around  the 
state  are  receiving  letters  from 
Kentucky’s  Medicare  carrier, 
Administar,  informing  physicians 
they  will  be  coming  to  audit  certain 
charts.  This  is  part  of  a nationwide 
effort  initiated  by  the  federal  gov- 
ernment to  audit  physician  billings. 
According  to  the  Director  of  HCFA’s 
Program  Integrity  Group,  the  pri- 
mary reason  for  the  reviews  is  to 
come  up  with  a statistically  valid 
survey  of  physician  documentation. 

Of  course,  this  does  not  mean 
this  information  will  not  be  turned 
over  to  federal  or  state  agencies  for 
further  action  nor  does  it  preclude 
their  looking  for  other  information. 
Physicians  should  review  their 
office  policies  and  procedures  re- 
garding documentation,  as  well  as 
all  facets  of  their  practices. 

In  the  past,  the  government 
has  issued  “Special  Fraud  Alerts,” 
which  gave  notice  to  all  medical 
providers,  including  physicians,  of 
specific  practices  the  government 
says  might  raise  “red  flags”  as  to 
whether  the  law  has  been  violated. 


SOME  FRAUD  ALERTS 


□ Routine  waivers  of  coinsur- 
ance and  deductibles.  The 

government  indicated  that 
“when  providers  . . . forgive 
financial  obligations  for  reasons 
other  than  genuine  financial 
hardship  of  the  particular 
patient,  [the  provider]  may  be 
unlawfully  inducing  that  patient 
to  purchase  items  or  services 
from  them  . . .” 

□ Hospital  incentives  to  physi- 
cians. The  government  indi- 


cated that  inducements  given 
to  physicians  by  hospitals  to 
ensure  referrals  may  be  suspect 
under  the  anti-kickback  law. 
Suspect  arrangements  con- 
tained in  the  Special  Fraud 
Alert  include:  free  or  signifi- 
cantly discounted  office  space 
or  equipment;  free  or  signifi- 
cantly discounted  billing 
services;  income  guarantees; 
low-interest  loans;  and,  inappro- 
priately low-cost  physician 
coverage  in  hospital  group 
insurance  plans. 

□ Prescription  drug  marketing 
practices.  The  government  said 
it  was  concerned  about  drug 
companies  conducting  market- 
ing activities  that  go  beyond 
“traditional  advertising  and  edu- 
cational contacts.”  An  example 
that  may  raise  “red  flags”  is 
when  a drug  company  offers  a 
physician  frequent  flier  miles 
each  time  a physician  com- 
pletes a drug  company’s  ques- 
tionnaire regarding  one  of  its 
products. 

□ Arrangements  regarding 
the  provision  of  clinical  lab- 
oratory services  that  may 
violate  the  anti-kickback 
law.  The  first  such  arrangement 
dealt  with  phlebotomy  services 
being  performed  in  physicians’ 
offices  by  laboratories  that  are 
unrelated  to  traditional  lab- 
oratory functions.  Another  type 
of  arrangement  concerned 
“free  goods”  offered  by  lab- 
oratories to  physician  offices 
such  as  the  free  pickup  and  dis- 
posal of  biohazardous  waste 
products  that  are  unrelated  to 
the  laboratory’s  collection  of 
specimens. 
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entitlement  programs  as  Medicare 
and  Medicaid. 

• Physicians  who  participate  in  the 
Kentucky  Physicians  Care  Program 
prescribe  for  qualified  patients  any 
of  the  participating  products  from 
the  5 companies. 

• The  eligible  patient  takes  the 
prescription  to  a participating 
pharmacy  and  presents  identifi- 
cation including  a currently  valid 
Kentucky  Physicians  Care  eligibility 
form. 

• The  participating  pharmacy  fills  the 
prescription  with  the  participating 
companies’  products  and  submits  an 
order  for  eligibility  verification  and 
product  replenishment. 

• The  participating  pharmaceutical 
company  will  ship  product 
replacement  to  the  participating 
pharmacy. 

“Parke-Davis  and  Pfizer,  Inc’s 
participation  will  further  expand  the 
‘safety  net’  of  indigent  care  provided 
through  this  successful  public-private 
partnership.  They’re  providing  a much- 
needed  medication,”  Dr  Barton  added. 


NEW  MEMBERS 

Members  of  the  Kentucky  Medical 
Association  and  their  respective 
county  medical  societies  join  in 
welcoming  the  following  new  mem- 
bers to  these  organizations. 

Boyd 

Robert  S Mesirow  DO  — AN 

106  Buena  Vista  Dr,  Ashland  41101 

1991,  Chicago  Col  of  Osteopathy 

Carroll 

Herodotos  Ellinas  MD  — IM 

1002  Hickory  Switch  Rd,  LaGrange 
40031 

1992,  U of  Chicago 


Clark 

Rebecca  O Bcirtee  DO  — S 

205  Floyd  Clay  Dr,  Winchester  40391 
1997,  Kirksville  Col,  Missouri 


Fayette 

Thomas  D Armsey  Jr  MD  — FP 

300  Delaney  Woods,  Nicholasville 
40356-8730 
1992,  Wright  State  U 
Alzin  C Beckmcin  MD  — R 

2673  Fireside  Cir,  Lexington  40513 
1988,  U of  California,  Irvine 
Barry  L Burchett  MD  — EM 

854  McMeekin  PI,  Lexington  40502 
1976,  U of  Kentucky 

Doncdd  R Douglas  MD  — AN 

280  Pasadena  Dr,  Lexington  40503 
1986,  U of  Kentucky 
Michael  J Drass  MD  — AN 

3028  Blenheim  Way,  Lexington  40503 
1992,  Penn  State 

Phoebe  D Fisher  MD  — AN 

317  S Mill  St,  Lexington  40508 

1992,  U of  Pennsylvania 

Mark  L Gross  MD  — OPH 

3509  Mellinocket  Ct,  Lexington  40503 

1993,  U of  Kentucky 

Henry  A Hzu*lzunert  MD  — PTH 
3912  Peppertree  Dr,  Lexington  40513- 
1331 

1991,  U of  Cincinnati 
Firdaus  Hashim  MD  — AN 

3900  Crosby  Dr  Apt  1617,  Lexington 
40515-1864 
1988,  Kasturba,  India 
Michael  L McKinney  MD  — IM 
2205  Cascade  Way,  Lexington  40515- 
1263 

1993,  U of  Kentucky 

Frederick  J Michel  MD  — FP 

1221  S Broadway,  Lexington  40504 
1971,  Penn  State,  Hershey 
Mubashir  A Qcizi  MD  — IM 

333  Waller  Ave  Ste  100,  Lexington 
40504 

1985,  Kyber,  Pakistan 

Cristin  M Rolf  MD  — PTH 

100  Sower  Blvd  Ste  202,  Frankfort 
40601-8272 

1991,  Med  Col  of  Ohio  at  Toledo 

Harold  H Rutledge  MD  — FP 


3503  Arden  PI,  Lexington  40517 
1983,  U of  Kentucky 

Tammy  S Sanders  MD  — OTO 

1740  Chandler  Ln,  Lexington  40504- 
2390 

1992,  U of  Mississippi 

Mcu*k  D Scott  MD  — FP 

Kentucky  Clinic  0284,  Lexington  40536- 
0284 

1989,  Southern  Illinois  U 

Stephen  Jay  Troum  MD  — ORS 

1725  Harrodsburg  Rd,  Lexington  40504- 
3601 

1991,  Bowman  Gray  of  Wake  Forest 
Alexander  E Tzouanakis  MD — PUD 
166  Pasadena  Dr,  Lexington  40503-2907 
1988,  U of  Texas,  Galveston 

Kryder  E Van  Buskirk  111  MD  — P 
4068  Peppertree  Dr,  Lexington  40513 

1992,  Med  Col  ofVa 

Veronica  A Vasicek  MD  — ORS 

1381  Copper  Run  Blvd,  Lexington 
40514-2219 

1990,  Quillen-Dishner,  Tennessee 

Greg  R Wheeler  MD  — NS 

101  Clubhouse  Dr,  Nicholasville  40356 
1990,  Wright  State  U 

Graves 

Majid  Torabi  MD  — OTO 

1547  Waverly  Dr,  Mayfield  42066-3725 
1981,  Faculty  of  Med  of  Isfahan,  Iran 

Harlan 

Jameel  A Butt  MD  — S 

37  Ball  Park  Rd,  Harlan  40831-1701 
1971,  U of  Sind,  Pakistan 

Jefferson 

John  M Conner  MD  — ORS 

1941  Deerwood  Ave,  Louisville  40205- 
1203 

1992,  U of  Kentucky 

Stuart  H Hagan  MD  — EM 

6309  Rockingham  Ct,  Prospect  40059- 
9341 

1992,  U of  Louisville 

Michael  J Kelley  MD  — IM 

1710  Cedar  Point  Rd,  La  Grange  40031- 
9766 

1993,  U of  Louisville 

Linda  Korfhage  MD  — PTH 
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6302  Regal  Rd,  Louisville  40222 
1984,  U of  Louisville 
Therese-Anne  LeVan  MD  — PS 

3200  Todds  Rd  Apt  306,  Lexington 
40509-9494 
1989,  Rush,  Illinois 

Henry  A Luban  MD  — IM 

2222  Valley  Vista  Dr,  Louisville  40205 
1982,  U of  Vermont 

Shannon  M McAllister  MD  — IM 

120  Fairmeade  Rd,  Louisville  40207- 
3905 

1993,  U of  Louisville 

Kenton 

Janies  Marcum  MD  — C 

215  Thomas  More  Pkwy  Ste  A, 

Crestview  Hills  41017-3493 
1991,  U of  Texas,  San  Antonio 

Knox 

Forrest  R Carter  MD  — OBG 

HC  89  Box  254,  Barbourville  40906 
1973,  U of  Arizona 

Logon 

Kevin  H Rigtrup  MD  — IM 

128  Woodhurst  Ln,  Russellville  42276 

1994,  Vanderbilt 

Michael  P Stevens  MD  — AIM 

250  Lindsay  Ln,  Russellville  42276-9621 
1991,  U of  Oregon 

Laurel 

Patrice  Beliveau  MD  — ORS 

1406  W 5th  Street,  London  40744 
1989,  U of  Montreal 


Warren 

Sarah  A Mayfield  MD  — IM 

1300  Andrea  St  Ste  206,  Bowling  Green 
42104 

1993,  U of  Louisville 

IN-TRAINING 

Fayette 

Ronald  Forrest  Koury  DO  — EM 
Jackson  Maddux  MD  — PMR 

Andrea  Leigh  Skaggs  MD  — FP 

Jefferson 

Maria  T Darrell  MD  — P 

Brian  John  Williams  MD  — D 

Christopher  D Wohltmsmn  MD  — S 


DEATHS 

Ernest  Mustgrave,  MD 
Paintsville 
1922-1998 

Ernest  Mustgrave,  MD,  a general 
practitioner,  died  February  14,  1998. 

Dr  Mustgrave  was  a 1954  graduate  of 
the  University  of  Puerto  Rico  School  of 
Medicine  and  an  active  member  of 
KMA. 


Glenn  Bryant,  MD 
Louisville 
1914-1998 


Joseph  Cona,  MD 
Louisville 
1912-1998 

Joseph  Cona,  MD,  a retired  general 
practitioner,  died  March  14,  1998. 

A 1936  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Dr  Cona 
was  a life  member  of  KMA. 


SHOW  YOUR 
MOTHER  YOU 
LOVE  HER. 


Make  sure  she  gets  her  mammogram. 
It  can  spot  trouble  years  before  she 
can.  For  free  information  about  a 
quality  mammogram  that’s  safe  and 
reliable,  call  1-800-ACS-2345. 


THERE'S  NOTHING 
MIGHTIER  THAN  THE  SWORD 

AAAERIC7\N 
^CANCER 
^SOaETY* 


Marion 

Daniel  V Hunt  MD  — ORS 

330  Loretto  Rd,  Ste  400,  Lebanon  40033 
1990,  U of  Alberta,  Canada 
James  V Tobin  MD  — OBG 

315  W High  St,  Lebanon  40033 
1975,  U of  Louisville 

Perry 

Yu  Cho  Shih  MD  — S 

401  Annice  Way,  Hazard  41701 
1993,  State  U of  New  York,  Buffalo 


Glenn  Bryant,  MD,  a retired  OB/GYN, 
died  February  26,  1998.  A 1938 
graduate  of  the  University  of  Louisville 
School  of  Medicine,  Dr  Bryant  was  a 
life  member  of  KMA. 

A.  Samuel  Warren,  ID,  MD 
Lexington 
1913-1998 

A.  Samuel  Warren,  111,  MD,  a retired 
internist,  died  March  10,  1998.  Dr 
Warren  graduated  from  Vanderbilt 
University  School  of  Medicine  in  1940 
and  was  a life  member  of  KMA. 
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Mark  Your  Calendars! 


KM  A Annual  Meeting 
Sept  21-23  • Hyatt  Regency 
Commonwealth  Convention 
Center  • Louieville,  KY 
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Classified  Ads 


All  orders  for  classified  advertising  must  be 
placed  in  writing  and  will  be  subject  to 
approval  by  the  Editorial  Board.  The  right  is 
reserved  to  decline  or  withdraw  advertise- 
ments at  the  publisher’s  discretion. 

Deadline:  First  day  of  month  prior  to  month 
of  publication. 

Word  count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Rates:  $40  per  insertion  ($20  for  KMA 
members)  for  the  first  30  words;  50c  for  each 
additional  word. 

Send  advance  payment  with  order  to:  The 

Journal  of  KMA,  The  KMA  Building,  4965  US 
Hwy  42,  Suite  2000,  Louisville,  KY  40222. 


Physicians  Wanted 


GENERAL  MOTORS  CORPORATION  - is 

seeking  a part-time  physician  for  20  hours 
per  week  at  the  Corvette  Plant  in  Bowling 
Green,  KY.  Candidate  responsibilities 
would  include  but  not  limited  to  perform- 
ing occupational  injury/illness  assess- 
ment and  treatment,  pre-employment 
evaluations,  medical  surveillance  and 
work-site  wellness  programming.  Exper- 
ience in  occupational  medicine,  primary 
care  or  emergency  medicine  preferred. 
Competitive  salary.  Send  CV  to  R. Flem- 
ing, Manager  of  Regional  Services,  3900 
Springboro  Pike,  Dayton,  OH  45439. 


MAYFIELD,  KENTUCKY  - Full-time/Part- 
time  opportunity  available  in  a 14,000 
visit  ED.  This  outstanding  opportunity 
is  located  just  30  miles  south  of 
Paducah.  Requirements  include:  BE/BC 
in  PC  and  similar  volume  experience. 
Independent  contractor  status,  paid 
malpractice  insurance  and  group 
practice  philosophy.  Please  contact: 
Karen  Larkin  with  Sterling  at  1-800-874- 
4053  or  fax  CV  to  419/249-6520. 


WWW . geweb  .net /tea 


Please  Visit  Our 
Web  Site  To  Learn 
More  About  Fee- 
based  Financial 
Planning  Services. 


Did  A Broker  s 
Big  Promises  Lead 
to  Big  Losses? 

Securities  fraud.  Even  sophisticated 
investors  can  be  taken  in.  Over  $6  billion 
in  fraud  was  committed  in  the  U.S.  last  year. 

If  you  suspect  you  were  dealt  with  unfairly  by 
a broker,  contact  Charles  C.  Mihalek,  Esq. 
for  a free  consultation  immediately. 

Charles  C.  Mihalek,  P.S.C. 
Attorney  at  Law 
606-233-1805  • 800-508-5523 

ms  IS  AN  ADVERTISEMENT. 
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CHANGING  ADDRESS? 


Please  notify  us  at  least 
two  months  in  advance. 

Send  new  address  to: 

Journal  of  the  Kentucky  Medical  Association 
The  KMA  Building 
4965  US  Hwy  42,  Suite  2000 
Louisville,  KY  40222-6301 

502.426.6200;  Fax  502.426.6877 


206 


KMA  JOURNAL  ■ VOL  96  ■ MAY  1998 


means 


Lon^  Term  Care 


NOW 

For  more  information  or  to 
in  a Free  seminar, 

KMA 

INSURANCE  AGENCY,  INC. 

The  Physician’s  Insurance  Agency 

(502)  339-5750  or  (800)  467-3446 

WWW.  kmainsurance  .com 
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Pr  eferred  rates  available  to 
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The  Lateral  Chest  Radiograph 
IN  THE  Detection 


KMIG  Stands  in  Front  of  You 
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A fter  all,  fighting  legal 
l\  battles  isn't  your  busi- 
J.  \ ness,  it's  ours. 

When  it  comes  to  profes- 
sional liability,  Kentucky  Medi- 
cal Insurance  Company  (KMIC) 
will  be  your  shield,  defending 
you  against  non-meritorious 
claims  and  protecting  your 
reputation.  Our  experienced 
claims  staff  will  forge  ahead  in 
your  defense.  And  we'll  keep 
fighting  until  you  give  the 
consent  to  settle  a claim. 

KMIC  is  highly  rated  by 
A.M.  Best  and  Standard  & 
Poor's.  This  means  you  can  be 


confident  we  have  the  finan- 
cial strength  to  keep  you  safe, 
even  in  the  heat  of  battle. 

We're  also  guarding  your 
future  by  providing:  excellent 
hands-on  service,  fair  pricing, 
claim-free  credits,  and  nation- 
ally recognized  risk  manage- 
ment programs  that  will  help 
minimize  the  threat  of  future 
claims  and  also  can  gualifyyou 
for  premium  discounts. 

So,  you  keep  doing  what 
you  do  best,  and  we'll  keep 
doing  what  we  do  best  — 
shielding  our  policyholders 
from  financial  risk. 


KENTUCKY 

MEDICAL 

INSURANCE 

COMPANY 


• Rated  "A-"  (Excellent)  by 
A.M.  Best 

• Rated  "A+"  by 
Standard  & Poor's 

• Nearly  20  years  of 
Experience 

• Unconditional  Consent  to 
Settle  Claims 

• Flexible  Coverage 

• Claim-Free  Credits 

• Prior  Acts  Coverage 
Available 

• Free  Retirement  Tail  Available 
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What  Has  Organized  Medicine 
Done  for  Us  Lately? 


Since  I have  been  involved  in 
medicine,  I have  always  been 
impressed  with  the  work  done  by 
the  national,  state,  and  local  medical 
associations  on  behalf  of  physicians. 

My  experience  in  working  with  these 
organizations  makes  it  puzzling  to  hear 
some  of  my  colleagues  say  things  like, 
“Why  should  1 join?  What  has 
organized  medicine  done  for  me 
5 lately?”  The  Kentucky  General 
\ Assembly  just  completed  its  work  and 
I 1 can  tell  you  that  without  the  hard 

work  of  organized  medicine,  physicians 
; would  have  to  deal  with  some  very 
onerous  burdens.  But  1 will  leave  it  to 
[ others  to  tell  you  about  the  triumphs 
j we  had  in  the  legislature.  1 want  to  tell 
i you  another  story  about  what 
i organized  medicine  has  done  for 

I physicians  lately. 

1 Many  of  my  colleagues  have 

1 expressed  concern  about  the  content 

! of  the  new  E & M documentation 
j guidelines  issued  last  year.  The 

l|  American  Medical  Association  recently 

j held  a meeting  in  which  physicians 
were  given  the  opportunity  to 
i comment  on  the  new  guidelines  and 
;|  discuss  them  with  representatives  from 
j|  the  federal  government.  Before  1 get 
][  into  what  happened  at  that  meeting,  let 
il  me  give  you  a brief  history  of  how  the 
guidelines  were  developed. 

I In  1992,  the  federal  government 

j|  hired  Harvard  University  to  develop 
I.  a resource-based  relative  value  scale 
(RBRVS)  for  Medicare  payments.  Two 
approaches  to  developing  this  system 

i 

il 

L 


were  discussed.  The  first  approach, 
which  was  favored  by  the  Harvard 
researchers,  involved  a time-based  set 
of  codes  in  which  physicians  would 
report  the  amount  of  time  spent  with 
the  patient  and  payment  would  be 
generated  based  on  that  time.  The 
second  approach,  which  was  favored 
by  organized  medicine,  involved  a 
richer  set  of  codes  that  reflected  the 
clinical  content  of  the  service,  as  well 
as  the  site  of  the  service  and  general 
nature  of  the  physician/patient 
relationship. 

Content-based  codes  were 
accepted.  However,  the  federal 
government  insisted  that  if  there  were 
going  to  be  content-based  codes,  there 
must  be  a means  of  documenting 
services  to  determine  whether  the 
services  being  reported  were  actually 
being  provided.  The  government, 
without  physician  input,  developed  a 
set  of  documentation  requirements  for 
implementation  in  1993.  Upon  review 
of  those  requirements,  however, 
organized  medicine  determined  they 
were  unacceptable  and  successfully 
argued  for  their  withdrawal.  Part  of  the 
agreement  to  settle  the  issue  included 
a promise  from  medicine  to  participate 
in  a process  to  develop  appropriate 
documentation  guidelines. 

In  1994,  the  National  Medical 
Specialty  Societies,  coordinating 
through  the  CPT  Editorial  Panel, 
developed  an  initial  set  of 
documentation  guidelines.  Based  on 
numerous  requests,  the  guidelines 


C.  Kenneth  Peters,  MD 


were  expanded  by  the  development  of 
“single  system  examinations”  to  insure 
that  specialists  and  primary  care 
physicians  alike  could  clearly  report 
level  4 and  5 services.  The  original  1994 
guidelines,  plus  the  single  system  and 
general  multi-system  examination 
definitions,  basically  constituted  the 
1997  E & M guidelines  required  by  the 
federal  government.  When  these  new 
codes  were  released,  many  physicians 
expressed  concern  over  their  content, 
which  led  to  the  recent  meeting 
coordinated  by  the  AMA. 

There  are  a few  physicians  who 
believe  organized  medicine  should  not 
work  with  the  government  and  oppose 
the  coding  system.  1 disagree.  The 
government  has  said  it  will  institute  a 
coding  and  documentation  system 
with  or  without  the  input  of  physicians. 
3M  has  developed  such  a coding 
system  that  could  be  used  by  the 
government  and  would  have  no  input 
from  physicians.  The  best  way  we  as 
physicians  can  ensure  that  a proper 
system  of  coding  and  documentation  is 
created  is  to  have  organized  medicine 
involved  in  the  process. 

Physicians  provided  many 
constructive  comments  regarding  the 
proposed  documentation  guidelines. 
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Tliese  comments  said  the  proposed 
guidelines  were  overly  complex; 
impractical  for  daily  application; 
untested;  cause  patient  care  to  suffer; 
and,  force  needless  care.  Based  on 
these  comments,  the  guidelines  will  be 
changed.  A summary  of  some  of  these 
changes  are  outlined  below. 

So,  what  has  organized  medicine 
done  for  us  lately?  It  has  prevented 


the  government  from  imposing  an 
unworkable  system  of  coding  and 
documentation.  It  has  ensured  that 
physicians  have  input  into  the  design 
and  implementation  of  the  system. 
And,  it  has  worked  quickly  to  ensure 
changes  were  made  when  physicians 
found  the  documentation  guidelines 
too  burdensome.  Whatever  one  might 
think  of  the  final  product,  1 would 


rather  see  physicians  involved  in  the 
process  rather  than  do  nothing  and 
allow  the  process  to  take  place  without 
our  input.  For  such  input,  we  must 
have  the  involvement  of  organized 
medicine. 

C.  Kenneth  Peters,  MD 

KMA  President 


Summary  of  Proposed  "New  Framework" 
for  Evaluation  and  Management  (E&M)  Documentation  Guidelines 

These  proposed  chonoes  to  the  1 994  and  1 997  Evaluation  and  Management  (E&M)  documentation 
guidelines  respond  oirectly  to  the  many  specific  comments  received  by  the  AMA  from  components  or 
organized  medicine  and  others.  They  reflect  a new  framework  for  documentation  guidelines  developed 
by  a work  group  of  the  CPT  Editorial  Panel  supported  by  AMA  and  HCFA  staff.  They  are  a work  in  progress 
and  subject  to  change. 

Summary  of  Changes 

• Shorten  the  document  substantially. 

• Emphasize  that  a code  may  be  selected  and  documented  based  on  counseling/coordination  of  care  time 
alone,  without  reference  needed  to  any  other  dimensions  of  code  selection  (ie,  history,  examination, 
complexity  of  medical  decision  making). 

• Emphasize  that,  for  established  patients,  only  two  of  the  three  key  components  need  be  performed  (ie, 
history,  examination,  complexity  of  medical  decision  making). 

• Simplify  history  selection  by  allowing  documentation  of  two  of  the  three  history  areas  (HPI,  ROS,  and 
PFSH)  instead  of  requiring  all  three  to  be  documented. 

• Add  a clear  note  that,  when  a history  can  not  be  obtained  due  to  specific  patient  conditions  (eg,  inability 
to  communicate  urgent,  emergent  situation,  etc),  the  history  is  deemed  "comprehensive"  for  coding  and 
documentation  purposes. 

• Simplify  examination  criteria  and  enhance  their  clinical  flexibility  by  eliminating  forced  and  artificial 
distinctions  between  general  multi-system  exams  and  single  system  exams  and  eliminating  confusing 
shaded  and  un-shaded  boxes. 

• Eliminate  confusing  examination  instructions  that  take  the  form  of  "perform  all  elements  and  document  2 
elements." 

• Simplify  the  medical  decision  making  section  by  eliminating  one  level  (low  complexity)  — the  proposed 
levels  are  straightforward,  moderate,  and  high  complexity. 

• Further  simplify  the  medical  decision  making  section  by  allowing  the  highest  complexity  element,  (ie,  the 
number  of  diagnoses/risk  of  complications,  diagnostic  procedures/tests  and  or  aata  to  be  reviewed,  or 
management  options)  to  drive  selection  of  the  level  of  decision  making.  This  change  eliminates  the  need  to 
make  a separate  selection  from  the  table  of  risk  and  then  entering  that  decision  into 
another  matrix. 
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NEWS  FOR  KENTUCKY  PHYSICIANS 

HB315 

HIGH  RISK  DIAGNOSTIC  CODES 
BEING  IMPLEMENTED 


The  Guaranteed  Acceptance  Program  (GAP) 
is  an  integral  part  of  HB  315,  the  Health 
Insurance  Reform  legislation  adopted  by  the 
1998  Kentucky  General  Assembly.  The  GAP  will 
include  28  high  risk  conditions  at  the  outset. 

KMA  has  been  meeting  with  the  Commissioner 
of  Insurance  (COI)  and  other  groups  to  establish 
levels  of  risk  or  severity  of  condition  under  the 
various  designated  high  risks.  In  the  future,  the 
Commissioner  may  designate  additional 
diagnosis  for  the  GAP  if  sufficient  information  is 
presented  by  providers,  carriers,  or  others.  The 
General  Assembly  allocated  $15.8  million  to  fund 
GAP.  At  the  outset  two  carriers.  Blue  Cross-Blue 
Shield  and  Humana,  will  insure  high  risk 
patients.  Under  HB  315,  the  COI,  by  regulation, 
will  establish  uniform  underwriting  standards 
and  a score  or  rating  above  which  a condition 
is  considered  to  be  high-cost  by  using: 

(1)  Codes  in  the  most  recent  version  of  the  “ICD” 
that  correspond  to  the  medical  conditions  in 
the  below  listed  diagnoses  and  the  costs  for 
administering  treatment  for  the  conditions. 
(2)  The  most  recent  version  of  the  questionnaire 
incorporated  in  a national  underwriting 
guide  generally  accepted  in  the  insurance 
industry  as  designated  by  the  COI,  the 
scoring  scale  for  which  shall  be  established 
by  the  COI. 

The  high  risk  medical  conditions  are: 

AIDS,  angina  pectoris,  ascites,  chemical 
dependency,  cirrhosis  of  the  liver,  coronary 
insufficiency,  coronary  occlusion,  cystic  fibrosis, 
Friedreich’s  ataxia,  hemophilia,  Hodgkin’s 
disease,  Huntington  chorea,  juvenile  diabetes, 
leukemia,  metastic  cancer,  motor  or  sensory 
aphasia,  multiple  sclerosis,  muscular  dystrophy, 
myasthenia  gravis,  myotonia,  open  heart  surgery, 

osm 


Parkinson’s  disease,  polycystic  kidney,  psychotic 
disorders,  quadriplegia,  stroke,  syringomyelia, 
and  Wilson’s  disease. 

The  COI  is  interested  in  comments  on; 

• The  level  of  severity  of  the  specified  diagnosis 
that  should  be  considered  high  cost  and  the 
corresponding  ICD-9  Code. 

• Whether  additional  diagnoses  should  be 
added  to  the  list  of  high  cost  conditions,  and  if 
so,  the  additional  diagnoses  and  severity  levels 
that  should  be  added  and  reasons  for  the 
additions.  The  COI  has  indicated  that  he  does 
not  intend  to  add  to  the  diagnosis  list  unless  a 
compelling  interest  to  do  so  is  presented. 

The  KMA  is  working  with  specialists  and 
subspecialists,  both  in  private  practice  and 
medical  schools,  to  establish  proper  assignment 
of  codes.  Despite  out-of-state  insurance 
companies  lobbying,  under  the  guise  of 
“promoting  competition,’’  the  1998  General 
Assembly  refused  to  adopt  amendments  that 
would  have  permitted  insurers  to  determine 
“high  risk”  or  grant  “carte  blanche”  in  designating 
risk,  rates,  severity  codes,  and  determining 
whether  to  insure  an  applicant. 

The  General  Assembly  also  adopted  a KMA 
amendment  prohibiting  discriminatory  payments 
to  providers  treating  patients  insured  by  GAP. 
Providers  under  the  GAP  will  be  reimbursed  at 
rates  that  are  no  less  favorable  than  the  rates  paid 
to  the  comparable  providers  for  services 
delivered  to  enrollees  who  do  not  have  a high 
cost  condition. 

The  KMA  is  unsure  as  to  the  exact  process  of 
implementing  the  regulations  for  GAP,  although 
July  1,  1998,  is  the  target  date.  Commissioner 
George  Nichols  is  involving  all  parties  in 
implementing  the  GAP. 
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Vote  Here 

In  the  year  2001 , it  is  projected  that  95%  of  physicians 
will  be  working  under  managed  care  contracts.  WHO 
WOULD  YOU  CHOOSE  to  advise  the  Legislature  on 
the  new  rules? 

□ 1 . Trial  Lawyers 

□ 2.  Insurers 

□ 3.  Alternative  Care  Providers 

□ 4.  KEMPAC  (Kentucky  Medical  Political 

Action  Committee) 


If  you  voted  for  #4,  join  today! 

KEMPAC  is  the  Kentucky  Medical  Association’s  bi'partisan  political  action  committee.  Its  goal 
is  to  ensure  that  physicians  have  access  to  lawmakers  and  that  the  rights  of  the  physiciampatient 
relationship  are  protected  in  the  legislative  process. 


KEMPAC  • 4965  US  Hwy  42  • Louisville,  KY  40222 


Name 

J MD  J DO  _l  Spouse  □ Resident  □ Student 


Address 


Membership 

Levels: 

Physician 

$100 

Spouse 

$100 

Resident 

$10 

Student 

$10 

Payment:  Check  (enclosed) 

Please  use  a personal  check  to  send  your  membership  contribution  to  KEMPAC . 
(One  half  of  the  membership  dues  goes  to  AMPAC) . 


If  your  practice  is  incorporated,  KEMPAC  and  AMPAC  voluntary  political  contributions  should  be  written  on  a PERSONAL  CHECK.  Contributions  are  not  limited  to  suggested 
amount.  Neither  the  AMA  or  the  KM  A will  favor  or  disadvantage  anyone  based  upon  the  amounts  of  or  failure  to  make  PAC  contributions.  A portion  of  the  voluntary'  contributions 
will  be  used  in  connection  with  Federal  elections  and  are  subject  to  the  prtihibitions  and  limitations  of  the  Federal  Election  Campaign  Act.  Contributions  to  KEMPAC  and  AMPAC 
are  not  deductible  as  charitable  contributions  for  Federal  Income  Tax  Purposes. 
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The  Lateral  Chest  Radiograph  in 
the  Detection  of  Pericardial  Effusion: 
A Reevaluation 

John  H.  Woodring,  MD 
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The  purpose  of  this  study  was  to  evaluate  the 
usefulness  of  10  previously  published  plain  film 
signs  for  diagnosing  pericardial  effusion  and  to 
determine  whether  the  posteroanterior  (PA)  or 
lateral  chest  radiograph  was  the  better  view  for 
detecting  pericardial  effusion.  A retrospective  study 
of  100  consecutive  adult  patients  with  pericardial 
effusions  confirmed  by  echocardiography  and/or 
computed  tomography  was  undertaken.  Five  signs 
were  found  to  be  useful  in  detecting  pericardial 
effusion  on  plain  films,  and  the  lateral  chest  radio- 
graph was  found  to  be  better  than  the  PA  view  in 
detecting  pericardial  effusion.  The  water-bottle  con- 
figuration, widening  of  the  carinal  angle,  and  the 
differential-density  sign  were  helpful  in  diagnosing 
pericardial  effusion  on  the  PA  view.  However,  these 
signs  were  only  seen  in  moderate-to-large  effusions. 
The  displaced  epicardial  fat  pad  sign  and  the 
posteroinferior  bulge  sign  on  the  lateral  view 
improved  the  detection  of  moderate-to-large  pericar- 
dial effusions,  and  were  also  present  in  many  of  the 
cases  with  small  pericardial  effusions.  Recognition 
of  specific  signs  of  pericardial  effusion  on  the  lateral 
chest  radiograph  may  significantly  improve  the  plain 
film  detection  of  pericardial  effusion. 


Little  has  been  written  about  the  plain  film 
diagnosis  of  pericardial  effusion  since  the  clas- 
sic articles  on  the  displaced  epicardial  fat  pad 
sign  by  Lane  and  Carsky'  and  Carsky  et  al.^’^  Lane 
and  Carsky  in  1968  reported  that  a displaced 
epicardial  fat  pad  sign  was  present  on  the  lateral 
chest  radiograph  of  65%  of  patients  with  large  per- 
icardial effusions.'  Later,  in  a follow-up  study  in 
which  small  pericardial  effusions  were  included, 
Carsky  et  al  found  a displaced  epicardial  fat  pad 
sign  in  52%  of  cases. They  considered  the  dis- 
placed epicardial  fat  pad  sign  to  be  the  best  plain 
film  sign  of  pericardial  effusion  and  the  lateral 
radiograph  to  be  the  best  view  for  detecting  peri- 
cardial effusion. 

However,  others  have  not  found  the  chest 
radiograph  to  be  a useful  tool  in  the  diagnosis  of 
pericardial  effusion.  Manyari  et  al,'*  using  an 
enlarged  cardiac  silhouette,  straightening  of  the 
left  heart  border,  hyperacute  right  cardiophrenic 
angle,  and  a displaced  epicardial  fat  pad  as  signs  of 
pericardial  effusion,  performed  a study  comparing 
posteroanterior  (PA)  and  lateral  chest  radiographs 
to  echocardiography  in  detecting  pericardial 
effusion.  They  found  that  only  20%  of  cases  of  peri- 
cardial effusion  were  detected  on  chest  radio- 
graphs and  they  concluded  that  chest  radiographs 


were  unsatisfactory  for  detecting  pericardial  effu- 
sion. As  a result,  chest  radiography  is  currently  con- 
sidered to  be  a poor  detector  of  pericardial 
effusion,  and  little  emphasis  is  placed  upon  the  rec- 
ognition of  plain  film  signs  of  pericardial  effusion. 
It  is  doubtful  that  even  20%  of  cases  of  pericardial 
effusion  are  detected  on  chest  radiographs  today. 

In  1920,  Holmes^  reported  that  one  of  the  best 
fluoroscopic  signs  of  pericardial  effusion  was  a 
characteristic  alteration  of  the  posteroinferior 
aspect  of  the  cardiac  silhouette  in  the  lateral  view 
in  which  the  posteroinferior  margin  of  the  cardiac 
silhouette  bulged  posteriorly  and  inferiorly  toward 
the  spine  forming  an  obtuse  angle  with  the  left 
hemidiaphragm.  Shanks  and  Kerley,®  in  1962, 
referred  to  this  sign  as  the  posteroinferior  bulge 
sign  and  indicated  that  it  was  the  earliest  radio- 
graphic  sign  of  pericardial  effusion.  After  three 
thorough  searches  of  the  literature  pertaining  to 
pericardial  effusion,  1 have  been  unable  to  find 
any  subsequent  mention  of  this  sign  of  pericardial 
effusion  in  the  literature. 

Over  the  last  few  years,  1 have  noticed  that  the 
posteroinferior  bulge  sign  is  present  in  many  cases 
of  pericardial  effusion  and  is  occasionally  the  only 
plain  film  abnormality  in  cases  of  small  pericar- 
dial effusion.  This  has  led  me  to  perform  a retro- 
spective study  of  the  plain  film  signs  of  pericardial 
effusion  to  determine  whether  or  not  the  PA  or 
lateral  chest  radiograph  was  the  better  view  for 
detecting  pericardial  effusion,  and  to  see  which 
plain  film  signs  were  best  for  diagnosing  peri- 
cardial effusion. 

Subjects  and  Methods 

The  study  group  consists  of  100  consecutive  adult 
patients  who  had  proven  pericardial  effusion  and 
both  PA  and  lateral  chest  radiographs.  Adult 
patients  who  had  only  portable  supine  antero- 
posterior chest  radiographs,  and  pediatric  cases 
were  not  included  in  the  study. 

There  were  53  women  and  47  men  ranging  in 
age  from  19  to  85  years.  The  cause  of  pericardial 
effusion  in  these  100  cases  was  as  follows:  end- 
stage  renal  disease  with  uremic  pericarditis  in  27; 
metastatic  carcinoma  in  17;  postpericardiotomy 
syndrome  in  13;  congestive  heart  failure  in  10;  non- 
Hodgkin’s  lymphoma  in  7;  viral  pericarditis  in  7; 
bacterial  pericarditis  in  3;  postmyocardial  infarction 
syndrome  in  3;  tuberculous  pericarditis,  sclero- 
derma, cardiac  transplant  rejection,  and  postoper- 
ative intrapericardial  hemorrhage  in  2 cases  each; 
and  invasive  aspergillosis,  blunt  chest  trauma,  dis- 


From  the  Department  of 
Diagnostic  Radiology, 
University  of  Kentucky 
Medical  Center.  Reprint 
requests  to:  John  H. 
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of  Diagnostic  Radiology, 
University  of  Kentucky 
Medical  Center,  800  Rose 
Street,  Lexington,  KY 
40536-0084. 
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Defection  of  Pericardial  Effusion 


secting  aortic  aneurysm,  superior  vena  caval 
obstruction,  and  postoperative  biliary  fistula  in  one 
case  each. 

The  diagnosis  of  pericardial  effusion  was  con- 
firmed by  echocardiography  (ECHO)  in  73  of  the 
100  cases,  by  computed  tomography  (CT)  of  the 
thorax  in  22,  and  by  both  CT  and  ECHO  in  5.  The 
size  of  the  pericardial  effusion  was  subjecfively 
quantitated  as  small  in  37  and  moderate-to-large 
in  63. 

The  PA  and  lateral  chest  radiographs  of  all  100 
patients  were  evaluated  for  the  following  10  signs 
of  pericardial  effusion:  enlarged  cardiac  silho- 
uette,^ water-bottle  configuration  of  fhe  cardiac 
silhouette  on  the  PA  view,^  hyperacute  right  cardio- 
phrenic  angle, loss  of  the  retrosternal  clear 
space, ^ widened  carinal  angle  in  the  absence  of 
signs  of  left  atrial  enlargement,®  straight  left  heart 
border,^  differential-density  sign,^  '°  displaced 
epicardial  fat  pad  sign,'"®'^  " ’^  posteroinferior  bulge 
sign,^’®  and  decreased  pulmonary  vascularity.^ 

Enlargement  of  the  cardiac  silhouette,  hyper- 
acute right  cardiophrenic  angle,  loss  of  retrosternal 
clear  space,  straight  left  heart  border,  and  de- 
creased pulmonary  vascularity  were  considered 
to  be  nonspecific  signs  of  pericardial  effusion.  Five 
signs,  including  fhe  posteroinferior  bulge  sign, 
displaced  epicardial  fal  pad  sign,  water-bottle 
configuration,  widened  carinal  angle,  and  the 
differential-density  sign,  were  considered  to  be  rel- 
atively specific  for  pericardial  effusion.  The  anal- 
ysis of  data  concerned  primarily  the  5 specific 
signs  of  pericardial  effusion. 

The  presence  or  absence  of  signs  of  peri- 
cardial effusion  was  recorded  in  each  case.  The 
cases  were  then  divided  into  2 groups  based  upon 
the  size  of  the  pericardial  effusion.  In  both  the  63 
cases  with  moderate-to-large  pericardial  effusions, 
and  the  37  with  small  effusions,  the  number  of 
cases  demonstrating  the  displaced  epicardial  fat 
pad  sign,  water-bottle  configuration,  widened 
carinal  angle,  or  differential-density  sign  was 
recorded.  Following  this,  the  posteroinferior  bulge 
sign  was  added  as  a sign  of  pericardial  effusion 
and  the  number  of  cases  demonstrating  one  or 
more  of  these  5 signs  was  recorded. 

Results 

The  chest  radiograph  was  abnormal  in  all  100 
cases.  The  cardiac  silhouette  was  enlarged  in  89%, 
the  posteroinferior  bulge  sign  was  present  in  87%, 
there  was  loss  of  the  retrosternal  clear  space  in 
53%,  the  displaced  epicardial  fat  pad  sign  was 


present  in  50%,  the  water-bottle  configuration  was 
seen  in  40%,  a hyperacute  right  cardiophrenic 
angle  was  present  in  28%,  the  carinal  angle  was 
widened  in  18%,  the  left  heart  border  was  straight 
in  18%,  the  differential-density  sign  was  present  in 
13%,  and  diminished  pulmonary  vascularity  was 
seen  in  4%  of  the  cases. 

In  the  63  cases  of  moderate-to-large  peri- 
cardial effusions,  all  5 specific  signs  of  pericardial 
effusion  were  encountered.  The  water-bottle  con- 
figuration was  present  in  40  (63%),  the  displaced 
epicardial  fat  pad  sign  was  present  in  36  (57%),  a 
widened  carinal  angle  was  present  in  18  (29%),  the 
differential-density  sign  was  present  in  13  (21%), 
and  the  posteroinferior  bulge  sign  was  present  in 
59  (94%)  of  the  63  cases.  When  the  water-bottle 
configuration,  displaced  epicardial  fat  pad  sign, 
widened  carinal  angle,  and  differential-density  sign 
were  used  as  signs  of  pericardial  effusion,  specific 
signs  of  pericardial  effusion  were  present  in  56 
(89%)  of  the  63  cases.  When  the  posteroinferior 
bulge  sign  was  added,  specific  signs  of  pericardial 
effusion  were  present  in  63  (100%)  of  the  63  cases. 

In  the  37  cases  with  small  pericardial  effu- 
sions, only  2 specific  signs  of  pericardial  effusion 
were  encountered.  The  displaced  epicardial  fat 
pad  sign  was  present  in  14  (38%),  and  the  postero- 
inferior bulge  sign  was  present  in  28  (76%)  of  the 
37  cases  (Figures  1-4).  When  only  the  displaced 
epicardial  fat  pad  sign  was  used  as  a sign  of  per- 
icardial effusion,  the  diagnosis  was  apparent  on  the 
plain  films  in  14  (38%)  of  the  37  cases;  however, 
when  the  posteroinferior  bulge  sign  was  added, 
specific  signs  of  pericardial  effusion  were  present 
in  31  (84%)  of  the  37  cases. 

The  lateral  chest  radiograph  was  better  than 
the  PA  chest  radiograph  in  detecting  pericardial 
effusion.  Of  the  specific  signs  of  pericardial  effu- 
sion, the  displaced  epicardial  fat  pad  sign  and  post- 
eroinferior bulge  sign  were  only  seen  or  were  best 
seen  on  the  lateral  view.  These  signs  were  present 
in  50%  and  87%  of  the  cases,  respectively,  and  were 
often  present  in  cases  of  small  pericardial  effusion 
(Figures  1-4).  The  water-bottle  configuration, 
widened  carinal  angle,  and  differential-density  sign 
were  only  seen  or  were  best  seen  on  the  PA  view, 
and  were  present  in  40%,  18%,  and  13%  of  the 
cases,  respectively.  These  signs  were  present  only 
in  moderate-to-large  effusions. 


Discussion 

The  results  of  this  study  indicate  that  PA  and  lateral 
chest  radiographs  are  almost  always  abnormal  in 
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Figure  1 — Small  pericardial  effusion  secondary  to  uremic  pericarditis.  Baseline  PA  (A)  and  lateral  (B)  chest  radiographs 
of  a 36-year-old  woman  with  chronic  renal  failure  show  a cardiac  silhouette  of  normal  size  and  shape.  After  the  devel- 
opment of  uremic  pericarditis,  the  PA  chest  radiograph  (C)  shows  mild,  nonspecific  enlargement  of  the  cardiac  silhou- 
ette. The  lateral  view  (D),  however,  shows  a posteroinferior  bulge  sign.  The  posterior  margin  of  the  cardiac  silhouette 
is  more  vertical  in  orientation,  and  the  posteroinferior  margin  of  the  cardiac  silhauette  bulges  downward  toward  the 
left  hemidiaphragm  and  spine  (arrows).  ECHO  confirmed  small  pericardial  effusion. 


cases  of  pericardial  effusion.  Unfortunately,  many 
of  the  signs  of  pericardial  effusion,  including  an 
enlarged  cardiac  silhouette,  hyperacute  right  car- 
diophrenic  angle,  loss  of  retrosternal  clear  space, 
and  straightening  of  the  left  heart  border  are  non- 
specific and  are  unlikely  to  evoke  a prospective 
diagnosis  of  pericardial  effusion.  Furthermore, 
decreased  pulmonary  vascularity  in  pericardial 
effusion  is  very  rare.  The  previously  reported  poor 
ability  of  plain  films  to  detect  pericardial  effusion 


is  likely  due,  at  least  in  part,  to  heavy  reliance 
on  nonspecific  or  uncommon  signs.  However, 
Meszaros^  suggests  that  any  rapid  enlargement  in 
size  of  the  cardiac  silhouette  should  suggest  the 
possibility  of  pericardial  effusion. 

Familiarity  with  specific  signs  of  pericardial 
effusion  might  improve  the  plain  film  detection  of 
pericardial  effusion.  Five  signs  are  relatively  spe- 
cific for  pericardial  effusion,  including  the  water- 
bottle  configuration  of  the  cardiac  silhouette,' 
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widening  of  the  carinal  angle  in  the  absence  of 
signs  of  left  atrial  enlargement, * the  differential- 
density  sign,^  ’°  a displaced  epicardial  fat  pad,'’^'^  ''" 
and  the  posteroinferior  bulge  sign.^®  The 
water-bottle  configuration,  widened  carinal  angle, 
and  differential-density  sign  are  seen  predominantly 
or  only  on  the  PA  view,  while  the  displaced  epicar- 
dial fat  pad  sign  and  posteroinferior  bulge  sign  are 
best  seen  or  are  only  seen  on  the  lateral  view. 

The  classic  water-bottle  configuration  of  the 
cardiac  silhouette  on  the  PA  view  is  relatively  spe- 
cific for  pericardial  effusion  and  is  seen  only  rarely 
in  other  conditions  such  as  Ebstein’s  anomaly  or 
rheumatic  tricuspid  valve  disease.'  The  water-bottle 
configuration  was  seen  in  40%  of  the  cases  in  this 
study.  The  sign  was  present  in  63%  of  moderate-to- 
large  pericardial  effusions,  but  did  not  occur  in 
any  of  the  small  pericardial  effusions. 

A widened  carinal  angle  on  the  PA  view  may 
occur  in  pericardial  effusion,  left  atrial  enlargement, 
subcarinal  lymphadenopathy,  and  bronchogenic 
cyst;  however,  when  the  cardiac  silhouette  is 
enlarged  and  the  carinal  angle  is  widened  in  the 
absence  of  signs  of  these  other  conditions,  particu- 
larly those  of  left  atrial  enlargement,  the  diagnosis 
of  pericardial  effusion  is  relatively  certain. * A 
widened  carinal  angle  was  present  in  18%  of  the 
cases  in  this  study.  The  sign  was  seen  in  29%  of  the 
moderate-to-large  pericardial  effusions,  but  did  not 
occur  in  any  of  the  small  pericardial  effusions. 

Spooner  et  al,'®  and  Tehranzadeh  and  Kelley,^ 
described  cases  of  pericardial  effusion  in  which 
the  heart  was  surrounded  by  less  dense  fluid 
within  the  pericardial  sac.  This  sign,  which  is 
known  as  the  differential-density  sign,  is  also  rel- 
atively specific  for  pericardial  effusion.  It  may  be 
seen  on  either  the  PA  or  lateral  view,  but  is  usually 
best  seen  on  the  PA  view.^“^  The  differential  density 
sign  was  found  in  13%  of  the  cases  in  this  study. 
Again,  the  sign  occurred  in  21%  of  the  moderate- 
to-large  pericardial  effusions,  but  did  not  occur  in 
any  of  the  small  pericardial  effusions. 

It  is  apparent  that  the  PA  view  of  the  chest  is 
unlikely  to  show  specific  signs  of  pericardial 
effusion  unless  the  volume  of  pericardial  effusion 
is  sizeable.  However,  emphasis  should  be  placed 
on  the  recognition  of  the  water-bottle  configur- 
ation of  the  cardiac  silhouette  as  an  aid  to  the 
diagnosis  of  moderate-to-large  pericardial  effu- 
sions. A widened  carinal  angle  and  the  differential- 
density  sign  may  occasionally  be  helpful. 

Kremens'^  and  Torrance,"  in  1955  were  the 
first  to  note  that  the  normal  subepicardial  fat,  or 
epicardial  fat  pad,  often  allowed  the  pericardial 


Figure  2 — Small  pericardial  effusion  secondary  fa  ure- 
mic pericarditis.  In  this  55-year-old  woman  with  end- 
stage  renal  disease,  the  PA  chest  radiograph  (A)  shows 
mild,  nonspecific  enlargement  of  the  cardiac  silhouette. 
The  lateral  view  (B)  shows  a prominent  posteroinferior 
bulge  sign  in  which  the  posteroinferior  margin  of  the 
cardiac  silhouette  bulges  downward  and  posteriorly 
(arrows)  and  overlaps  the  spine.  ECHO  confirmed  small 
pericardial  effusion. 


shadow,  composed  of  the  apposed  layers  of 
parietal  and  visceral  pericardium,  to  be  visibly  sep- 
arable from  the  heart  on  plain  films.  Kremens,’^ 
and  later  Jorgens  et  al,'^  Lane  and  Carsky,'  and 
Carsky  et  aP’^  found  that  the  normal  thickness  of 
the  pericardial  shadow  was  1-2  mm,  and  that  per- 
icardial effusion  was  likely  if  the  thickness  of  the 
pericardial  shadow  exceeded  2 mm. 

The  normal  pericardial  shadow  may  be  visu- 
alized occasionally  on  PA  radiographs,  but  is 
usually  best  seen  in  front  of  the  heart  on  lateral 


222 


KMA  JOURNAL  ■ VOL  96  ■ JUNE  1998 


Figure  3 — CT  of  the  thorax  in  a 48-year-old  woman 
with  metastatic  carcinoma  of  unknown  primary  site 
shows  a small  pericardial  effusion.  Note  predominant 
accumulation  of  fluid  in  the  posteroinferior  pericardial 
recess  (white  arrows),  which  explains  the  formation  of 
the  posteroinferior  bulge  sign.  Pericardial  effusion  in 
the  anterior  portion  of  the  pericardium  is  seen  anterior 
to  the  epicardial  fat  pad  (curved  black  arrow).  The 
collection  of  fluid  anterior  to  the  epicardial  fat  pad 
causes  the  fat  pad  to  appear  inwardly  displaced  within 
the  cardiac  silhouette  on  the  lateral  chest  radiograph. 


chest  radiographs.’’^  The  accumulation  of  fluid 
within  the  pericardial  sac  separates  the  visceral 
and  parietal  layers  of  the  pericardium  and  pro- 
duces visible  widening  of  the  pericardial  shadow.’’ 
Although  the  epicardial  fat  pad  remains  in  its 
normal  location,  the  widening  of  the  pericardial 
shadow  causes  the  epicardial  fat  pad  to  appear 
inwardly  displaced  within  the  cardiac  silhouette, 
and  this  sign  is  therefore  referred  to  as  the  dis- 
placed epicardial  fat  pad  sign.’'^  ’^  ’'’ 

Lane  and  Carsky  in  1968  reported  that  a dis- 
placed epicardial  fat  pad  sign  was  present  on  the 
lateral  chest  radiograph  of  65%  of  patients  with 
large  pericardial  effusions.’  Later,  in  a follow-up 
study  in  which  small  pericardial  effusions  were 
included,  Carsky  et  al  found  a displaced  epicar- 
dial fat  pad  sign  in  52%  of  cases. ^ The  sign  was 
seen  on  the  lateral  chest  radiograph  in  41%,  on  the 
PA  view  in  23%,  and  on  both  views  in  12%  of 
cases.^’^  They  considered  the  displaced  epicardial 
fat  pad  sign  to  be  the  best  plain  film  sign  of  per- 
icardial effusion  and  the  lateral  chest  radiograph 
to  be  the  best  view  for  detecting  pericardial 
effusion.  False-positive  diagnoses  may 
occasionally  occur  from  pericardial  thickening 
without  effusion,’^  anterior  mediastinal  masses,’® 
and  cardiac  levorotation.”' 

In  this  study  the  displaced  epicardial  fat  pad 
sign  was  seen  almost  exclusively  on  the  lateral 
view,  but  was  also  seen  on  the  PA  view  in  a few 
cases.  A displaced  epicardial  fat  pad  sign  was 
present  in  50%  of  the  cases.  The  sign  was  noted  in 
57%  of  the  moderate-to-large  pericardial  effusions. 


Figure  4 — Small  pericardial  effusion  secondary  to 
viral  pericarditis.  On  the  PA  chest  radiograph  (A)  the 
cardiac  silhouette  is  of  normal  size  and  shape.  On  the 
lateral  view  (B)  there  is  a displaced  epicardial  fat  pad 
sign  with  thickening  of  the  anterior  pericardial  shadow 
to  4 to  5 mm  (arrows)  anterior  to  the  epicardial  fat 
pad.  ECHO  confirmed  small  pericardial  effusion. 


and  was  also  seen  in  38%  of  the  small  pericardial 
effusions  (Figure  4). 

The  posteroinferior  bulge  sign,  first  described 
by  Holmes®  in  1920,  appears  to  be  the  best  sign  of 
pericardial  effusion.  Studies  of  pericardial  fluid 
distribution  have  shown  that  pericardial  effusion 
usually  accumulates  predominantly  along  the  dia- 
phragmatic surface  of  the  heart  and  in  the  postero- 
inferior pericardial  recess®  ® ’®  (Figure  3).  In  early 
pericardial  effusion,  the  normal  acute  angle  formed 
by  the  posteroinferior  cardiac  margin  and  the  left 
hemidiaphragm  is  lost,  and  the  posterior  aspect  of 
the  cardiac  silhouette  assumes  a vertical  orienta- 
tion®® (Figure  1).  As  the  effusion  increases  in  size. 
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the  posteroinferior  margin  of  the  cardiac  silhou- 
ette bulges  posteriorly  and  interiorly  toward  the 
spine  forming  an  obtuse  angle  with  the  left  hemidi- 
aphragm^®  (Figure  2).  The  sign  is  particularly 
useful  in  diagnosing  pericardial  effusion  when 
comparison  with  prior  chest  radiographs  shows 
that  the  posteroinferior  bulge  in  the  cardiac  silhou- 
ette is  an  acute  change  (Figure  1).  Left  ventricular 
dilatation  may  alter  the  posterior  contour  of  the 
cardiac  silhouette;  however,  the  left  ventricle 
usually  does  not  dilate  acutely,  and  the  angle 
formed  by  the  dilated  left  ventricle  and  left  hemidi- 
aphragm  usually  remains  acute. 

In  this  study  the  posteroinferior  bulge  sign  was 
present  in  87%  of  the  cases.  It  was  seen  in  94%  of 
the  moderate-to-large  pericardial  effusions,  and 
was  present  in  76%  of  small  pericardial  effusions 
(Figures  1 and  2).  The  sign  is  not  always  present 
since  pericardial  effusion  may  occasionally  accu- 
mulate anterior  to  the  heart'^  or  along  the  right 
heart  border.®’^*’  However,  inclusion  of  the  postero- 
inferior bulge  sign  as  a criterion  for  the  diagnosis 
of  pericardial  effusion  could  significantly  increase 
the  detection  of  pericardial  effusion  on  plain  films. 

In  summary,  the  plain  film  diagnosis  of  per- 
icardial effusion  can  be  improved  by  the  rec- 
ognition of  5 specific  signs  of  pericardial  effusion. 
On  the  PA  view  the  best  signs  of  pericardial 
effusion  are  the  water-bottle  configuration,  widen- 
ing of  the  carinal  angle,  and  the  differential-density 
sign.  Unfortunately,  these  signs  are  only  seen  in 
moderate-to-large  effusions.  The  lateral  chest  radio- 
graph is  the  better  view  for  detecting  pericardial 
effusion.  The  displaced  epicardial  fat  pad  sign  and 
the  posteroinferior  bulge  sign  significantly  improve 
the  detection  of  moderate-to-large  pericardial  effu- 
sions, and  are  present  in  many  cases  of  small  effu- 
sions as  well. 
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Reported  are  two  cases  of  benign  endobron- 
chial lesions  with  granulomatous  reactions  that  led 
to  complete  airway  obstruction.  Combined  with  a 
long  history  of  cigarette  smoking  and  the  appear- 
ance of  a hilar  mass,  these  lesions  appeared 
clinically  to  be  bronchogenic  carcinomas.  Both 
cases  went  to  thoracotomy,  but  in  each  case  the 
requirement  that  malignant  tissue  be  identified, 
allowed  recognition  of  a foreign  body  in  one  case, 
and  broncholith  in  the  second,  avoiding  pneumo- 
nectomy in  both  cases. 


Case  1 

A 58-year-old  African  American  male  presented 
to  the  emergency  room  with  a 12-hour  history 
of  increasing  shortness  of  breath,  left  sided 
pleuritic  chest  pain,  productive  cough,  subjective 
fever,  and  chills.  He  consumed  2 to  3 beers/day 
and  had  approximately  a 50-pack  year  cigarette 
smoking  history.  The  patient’s  temperature  was 
101. 8°F.  He  was  tachypnic,  tachycardic,  and  hyper- 
tensive. 

Physical  examination  was  pertinent  for  de- 
creased breath  sounds  over  the  left  chest  with 
bibasilar  rales  and  egophony.  White  blood  count 
was  23,100  with  a left  shift.  Arterial  blood  gases  on 
2 L/min  nasal  cannula  were  pH  7.46,  pC02  35.6, 
p02  62.  Chest  radiograph  revealed  calcified  hilar 
and  peribronchial  lymph  nodes,  left  lower  lobe 
infiltrate/atelectasis,  and  left  pleural  effusion. 

The  day  following  admission,  the  leukocyte 
count  decreased  but  the  patient’s  oxygen  require- 
ment increased.  In  addition,  there  was  worsening 
of  the  left  lung  infiltrate  and  collapse.  Computer- 
ized tomography  of  chest  showed  right  basilar, 
lingular  and  left  upper  lobe  airspace  disease  rep- 
resenting atelectasis  and/or  pneumonia.  There 
were  calcified  mediastinal  and  peribronchial 
nodes  (Figure  1-A)  and  a small  fluid  collection  in 
the  lingula  resembling  an  abscess.  Fiberoptic  bron- 
choscopy revealed  a fungating  mass  completely 


occluding  the  lingular  bronchus  (Figure  1-B). 
Biopsy  was  performed.  Also  noted  was  marked 
compression  of  the  left  lower  lobe  bronchi. 

Thoracentesis  recovered  bloody  fluid  which 
was  an  exudate.  Gram  stain  showed  gram  positive 
diplococci  but  culture  of  the  pleural  fluid  was  neg- 
ative. Sputum  grew  pneumococcus.  The  endobron- 
chial biopsy  showed  extensive  acute  and  chronic 
inflammation  with  squamous  metaplasia,  negative 
for  malignancy. 

Thoracotomy  was  recommended  for  possible 
malignancy.  Prethoracotomy  bronchoscopy  re- 
vealed a small  yellow  tan  calcified  mass  in  the 
lingular  bronchus  which  appeared  to  be  calcified. 
The  calcified  mass  was  removed  with  forceps. 
Lingular  segmentectomy  was  performed  and  fro- 
zen section  failed  to  reveal  malignancy.  Pleural 
decortication  was  performed  on  the  collapsed 
lower  lobe.  The  postoperative  course  was  unevent- 
ful and  the  patient  was  discharged  to  home.  The 
post-operative  chest  roentgenogram  showed  blunt- 
ing of  left  costophrenic  angle  but  good  expansion 
of  left  lung. 

Case  2 

A 69-year-old  man  with  a 100  pack-year  smoking 
history  was  referred  to  the  pulmonary  service  for 
evaluation  of  an  abnormal  chest  radiograph.  He 
had  a chronic  cough  productive  of  yellow  sputum 
but  denied  hemoptysis,  fever,  chills  or  weight  loss. 
Physical  exam  revealed  rhonchi  in  the  left  upper 
lung  field  but  was  otherwise  unremarkable.  A com- 
plete blood  count  and  blood  chemistries  were 
normal.  Chest  radiograph  (Figure  2-A)  revealed  left 
hilar  fullness  with  a left  upper  lobe  perihilar  infil- 
trate. Computerized  tomography  of  the  chest  dem- 
onstrated a left  hilar  mass  with  a “postobstructive 
infiltrate.”  At  fiberoptic  bronchoscopy  a fungating 
endobronchial  mass  was  seen  in  the  left  upper 
lobe  bronchus,  with  near  total  occlusion  of  the 
lumen.  A moderate  amount  of  purulent  secretions 
emanated  from  the  region.  Bronchial  brushing  and 
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Figure  1 — A.  Computerized  tomography  section  through  the  proximal  lingular  airway.  The  airway  is  occluded  by 
a lesion  that  appears  to  have  a calcific  mass  in  the  center. 

B.  Photograph  via  fiberoptic  bronchoscopy  showing  endobronchial  mass  (arrow)  protruding  from  and 
obstructing  the  lingular  orifice.  Biopsy  of  this  tissue  was  negative  for  malignancy  (arrow). 


washing  revealed  inflammatory  changes  but  no 
malignant  cells.  Cultures  of  endobronchial  secre- 
tions were  negative. 

The  patient  was  taken  to  the  operating  room 
for  left  thoracotomy  and  lobectomy  for  presumed 
bronchogenic  carcinoma.  At  thoracotomy,  multi- 
ple bronchial  and  peribronchial  biopsies  failed  to 
demonstrate  a malignancy.  A sterile  fiberoptic 
bronchoscope  was  inserted  through  a bron- 


chotomy  into  the  left  mainstem  bronchus  and  in 
the  midst  of  the  previously  observed  fungating 
lesion.  A yellowish  foreign  body  was  recovered  by 
grasping  it  with  the  flexible  biopsy  forceps  and 
removing  the  bronchoscope.  The  foreign  body 
appeared  to  be  a vertebral  body  with  a dorsal 
spine  (Figure  2-B),  probably  that  of  a fish.  Stains  of 
bronchial  washings  revealed  gram  positive  branch- 
ing hyphae  reported  as  actinomycosis. 


Figure  2 — A.  Chest  radiograph  showing  left  hilar  mass  suspicious  for  malignancy. 

B.  Photograph  of  foreign  body  (fish  spine)  removed  from  bronchus  intraoperatively  using  flexible  forceps 
through  a bronchoscope. 
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Non-Malignant  Endobronchial  Obstruction 


Postoperatively  the  patient  recalled  an  epi- 
sode of  aspiration  of  a fish  bone  16  years  earlier. 
At  that  time  a laryngoscopy  and  esophagoscopy 
failed  to  show  a foreign  body.  Rigid  bronchoscopy 
was  not  carried  out  at  that  time  because  of  the 
patient’s  refusal. 


Discussion 

Atelectasis  or  infiltrate  accompanied  by  the  ap- 
pearance of  a hilar  mass  on  chest  roentgenogram, 
in  a patient  who  has  been  a heavy  smoker,  is 
highly  suggestive  of  a malignant  endobronchial 
obstruction.  When  bronchoscopy  confirms  the 
presence  of  an  endobronchial  mass,  the  odds  are 
overwhelming  that  bronchogenic  carcinoma  is  the 
cause  and  that  surgical  removal  of  a part  or  all  of 
the  involved  lung  will  be  the  most  likely  course  of 
action  leading  to  potential  cure.  Rarely,  a benign 
process  can  simulate  endobronchial  malignancy. 
A persistent  attitude,  on  the  part  of  the  treating 
physicians,  requiring  that  tissue  confirmation  of 
malignancy  be  made  prior  to  major  surgical 
resection,  may  save  the  patient  a more  radical  pro- 
cedure such  as  pneumonectomy  in  the  rare  case 
where  a benign  lesion  is  the  source  of  the  obstruc- 
tion. These  two  case  reports  illustrate  unusual 
lesions  which,  up  until  the  time  of  surgery,  had 
every  appearance  of  endobronchial  malignancy. 

Case  one  typifies  broncholithiasis,  a disorder 
characterized  by  bronchial  inflammation  or  ob- 
struction caused  by  a broncholith.  A broncholith 
is  a calcified  lymph  node  or  other  calcified  mater- 
ial within  the  bronchus.  The  definition  has  been 
expanded  to  include  peribronchial  calcified 
lymph  nodes  which  distort  the  anatomy  of  the 
airway.'  The  important  radiologic  characteristic  is 
calcification  of  an  endobronchial  or  peribronchial 
lymph  node.  Plain  chest  radiograph,  tomography, 
or  computerized  tomography  can  suggest  a diag- 
nosis of  broncholithiasis.^  Any  disorder  causing 
calcification  of  soft  tissue  or  lymph  node  can  lead 
to  formation  of  a broncholith.  Most  frequently  this 
occurs  as  a result  of  granulomatous  infections 
such  as  tuberculosis  or  fungal  disease.  With 
obstruction  of  the  bronchus,  either  by  an  endo- 
bronchial lesion  or  external  bronchial  compres- 
sion, the  resulted  chronic  inflammation  may  show 
cells  with  an  atypical  appearance.  The  patient  in 
the  present  case  had  a fungating  endobronchial 
lesion  simulating  bronchogenic  carcinoma  as  a 
result  of  the  chronic  inflammatory  reaction  to  a 
calcified  lymph  node  which  had  eroded  into  the 
bronchus. 


The  majority  of  episodes  of  lung  aspiration 
are  symptomatic,  although  occasionally  several 
years  may  lapse  before  the  onset  of  symptoms.^ 
Usually,  delayed  symptoms  are  from  manifestation 
of  airway  obstruction:  wheezing,  atelectasis  and 
infection.  Radiographic  signs  include  hyperinfla- 
tion, atelectasis,  infiltrate  and  in  a minority  of 
cases,  visualization  of  a radiopaque  foreign  body.^ 
There  are  case  reports  of  bronchial  foreign  bodies 
simulating  bronchogenic  carcinoma,  not  infre- 
quently detected  at  thoracotomy.^  Cytologic  sam- 
ples in  the  second  case  suggested  superimposed 
actinomycosis,  although  cultures  failed  to  confirm 
this.  Thoracic  actinomycosis  may  occasionally 
simulate  lung  carcinoma  and  is  sometimes  diag- 
nosed after  lung  resection.  In  addition,  actinomy- 
cosis has  been  reported  with  a bronchial  foreign 
body  simulating  an  endobronchial  malignancy.'* 

The  foreign  body  in  our  patient  remained  in 
the  bronchus  for  at  least  three  years  judging  from 
previous  chest  roentgenograms.  However,  we 
cannot  exclude  its  presence  for  16  years  dating  to 
the  episode  of  aspiration  recalled  by  the  patient. 

The  latency  between  the  initial  aspiration  and 
the  onset  of  symptoms  as  well  as  the  infrequent 
radiologic  identification  of  a radiopaque  body 
make  the  diagnosis  of  foreign  body  aspiration 
difficult.  A high  index  of  suspicion  was  required  in 
order  to  correctly  diagnose  foreign  body  gran- 
uloma endoscopically,  thereby  avoiding  pneumo- 
nectomy. In  the  present  case,  absolutely  no  portion 
of  the  foreign  body  was  identified  during  pre- 
operative bronchoscopy.  The  dorsal  spine  of  the 
vertebral  body  became  visible  at  the  center  of  the 
mass  after  manipulation  and  distortion  of  the  lung 
at  thoracotomy. 

While  such  benign  causes  of  endobronchial 
obstruction  are  relatively  rare  compared  to  the 
more  ominous  diagnosis  of  bronchogenic  carci- 
noma, the  recognition  of  the  benign  disease  is 
extremely  important  to  the  occasional  patient  with 
this  problem.  If  the  lung  distal  to  the  obstruction  is 
not  grossly  infected  or  destroyed,  resection  of  the 
parenchyma  can  be  avoided.  In  some  cases,  the 
endobronchial  foreign  body  can  be  removed  and 
the  granulation  tissue  resected  by  rigid  bron- 
choscopy or  at  thoracotomy  by  sleeve  resection  of 
the  bronchus.  Only  a strong  suspicion  of  foreign 
body  granuloma,  or  the  requirement  that  a malig- 
nant etiology  of  the  lesion  be  identified  prior  to  full 
lung  resection,  can  expose  these  rare  but  signifi- 
cant cases  of  bronchial  obstruction  that  might 
otherwise  lead  to  unnecessary  lung  resection. 
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The  pressing  issue  of  providing  care  for  the 
uninsured  indigent  has  been  addressed  in  Kentucky 
by  a unique  private  sector  program  that  depends  on 
physician  donation  of  services.  The  Kentucky  Physi- 
cians Care  (KPC)  program  which  provides  health 
care  to  uninsured  indigent  patients  in  Kentucky  was 
evaluated  from  the  perspective  of  the  participating 
physicians  through  in-depth  interviews  with  22 
randomly  selected  physicians.  The  results  of  the 
interviews  suggested  that  the  KPC  program  is  gen- 
erally viewed  by  participating  providers  as  a suc- 
cessful and  personally  rewarding  enterprise. 
Suggestions  for  improving  services  included  strate- 
gies to  increase  awareness  of  the  program  for  both 
patients  and  providers.  As  state  and  federal  policy 
continues  to  focus  on  the  uninsured  as  a vulnerable 
population,  integration  of  this  private  sector  program 
into  a partnership  with  the  public  sector  may  be  a 
worthwhile  strategy. 


An  estimated  40  million  Americans  have  no 
health  insurance.'  Lack  of  health  insurance 
has  been  shown  to  be  related  to  a decreased 
likelihood  of  using  ambulatory  care,^'^  obtaining 
preventive  services,'''^  and  having  a usual  source  of 
care.®'^ 

Individuals  in  Kentucky  have  attempted  to 
address  the  problems  of  health  care  access  for  the 
uninsured  with  a relatively  unique  program  coor- 
dinated through  a private  foundation,  Health 
Kentucky,  Inc  (formerly  known  as  the  Kentucky 
Health  Care  Access  Foundation,  Inc).  The  founda- 
tion administers  a statewide  voluntary  safety  net 
which  includes  the  Kentucky  Physicians  Care 
(KPC),  a program  organized  by  the  Kentucky  Medi- 
cal Association.  The  KPC  program  is  a referral 
system  whereby  indigent  patients,  below  100%  of 
Federal  Poverty  income,  who  are  ineligible  for 
Medicaid  or  any  other  type  of  governmental  med- 
ical program  can  be  referred  to  participating  Ken- 
tucky physicians.  As  of  January  1995,  more  than 


136,000  Kentuckians  were  certified  eligible  for  the 
KPC  program.  The  volunteer  participating  physi- 
cians are  asked  to  see  the  patient  at  no  charge  for 
the  first  visit  and  to  see  them  for  needed  sub- 
sequent visits  based  on  the  patient’s  ability  to  pay. 
The  program  strongly  encourages  continuity  of 
care,  but  if  the  physician  cannot  provide  ongoing 
free  care  to  the  patient  the  patient  is  referred  back 
to  the  program  for  referral  to  another  participating 
physician. 

The  purpose  of  this  study  was  to  evaluate  the 
program  from  the  perspective  of  the  provider. 

Methods 


From  the  Departments  of 
Family  Practice  (AGM,  UMj 
and  Internal  Medicine 
ICHGI,  University  of 
Kentucky.  Dr  Mainous  is 
now  at  the  Department  of 
Family  Medicine,  Medical 
University  of  South 
Carolina. 

The  study  was  funded  in 
part  by  a grant  from 
Health  Kentucky,  Inc  and 
the  Good  Samaritan 
Foundation,  Inc. 


In-depth  interviews  with  a sample  of  22  randomly 
selected  physicians  in  the  KPC  program  were  con- 
ducted. All  interviews  were  conducted  using  a 
semi-structured  interview  schedule.  The  interviews 
were  conducted  by  phone  at  the  convenience  of 
the  physician  and  required  less  than  15  minutes  to 
complete.  In-depth  interviews  were  conducted  to 
clarify  and  expand  on  issues  related  to  the  pro- 
vision of  care  in  the  KPC  program.  The  in-depth 
interviews  were  content  analyzed  with  the 
recording  of  major  themes  and  context.® 


Results 

Perceptions  of  KPC  Patients 
The  specialties  of  the  participating  physicians 
varied  from  general  practice  to  areas  of  specialty. 
Ninety-five  percent  of  KPC  patients  are  seen 
primarily  in  the  office  setting.  According  to  the 
informants,  the  majority  of  KPC  patients  are  seen 
for  acute  illnesses  and  routine  exams,  while  about 
a third  are  seen  for  illness  of  a more  chronic  nature. 
The  informants  believed  that  the  KPC  patients 
sought  care  when  medical  attention  was  truly 
needed.  Unanimously,  the  informants  found  no 
problem  with  KPC  patients  showing  for  appoint- 
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ments.  However,  the  screening  procedure  of  the 
KPC  candidates  was  questioned  by  some  physi- 
cians (10%)  who  believed  some  persons  utilizing 
the  program  were  not  qualified  recipients. 

Most  of  the  interviewed  physicians  find  the 
KPC  patient  to  be  similar  in  nature  to  the  Medicaid 
patient.  Although  the  overwhelming  majority  of  the 
providers  believed  most  KPC  patients  were  grateful 
for  the  care  received,  two  providers  feel  that  the 
KPC  patient  is  not  appropriately  grateful  and  tends 
to  expect  that  the  care  as  well  as  ancillary  services 
will  be  free. 

Perceptions  of  Administration  of  the  Program 
Most  participating  physicians  reported  having  no 
problem  with  the  administration  process  of  the 
program.  Approximately  one-third  (32%)  could  not 
comment  on  the  administrative  process  because  it 
is  handled  by  their  office  staff.  The  remaining  8% 
said  that  the  KPC  patient’s  knowledge  of  the  proce- 
dures of  the  program  is  so  poor  that  it  creates  more 
work  for  their  staff. 

About  a third  (32%)  of  the  primary  care 
providers  found  it  difficult  to  refer  patients  due  to 
a shortage  of  specialists  participating  in  the  pro- 
gram. This  feeling  was  particularly  acute  in  more 
rural  areas.  It  was  suggested  that  the  program 
could  be  enhanced  by  providing  a list  of  partic- 
ipating specialists  to  the  participating  physicians. 

Perceptions  of  Importance  of  the  Program 
The  majority  (64%)  of  participating  physicians  feel 
that  this  is  a much  needed  program  which  enables 
them  to  give  back  to  the  community.  Many 
expressed  personal  satisfaction  in  helping  to  pro- 
vide such  a service.  Other  physicians  claimed  no 
direct  benefit,  but  felt  that  providing  free  care  is 
part  of  their  social  obligation  as  a physician. 

Preventive  Services  in  the  KPC  Program 
When  asked  how  they  handle  preventive  services, 
the  informants  were  grouped  nearly  equally  into 
three  primary  strategies.  One  group  reported  that 
they  send  KPC  patients  to  the  health  department, 
local  hospital,  or  that  the  service  is  provided  by 
traveling  medical  facilities  once  a month  for  a 
nominal  fee.  Another  group  reported  that  all  pre- 
ventive services  were  handled  in  their  office,  and 
a third  group  of  providers  reported  that  they  do  not 
provide  these  services  or  chose  not  to  comment 
due  to  the  small  percentage  of  KPC  patients  in  their 
practice.  A small  percentage  of  providers  send 
patients  back  through  the  program  with  rec- 
ommendation for  testing. 


Utility  of  Telephone  Triaging  with  the 
KPC  Population 

Telephone  triaging  was  not  perceived  to  be  useful 
with  KPC  patients  by  a substantial  proportion  of 
providers  because  most  patients  either  need  to  be 
seen  or  they  do  not  have  access  to  phones.  An 
alternative  theme  was  forwarded  by  a smaller  group 
of  physicians  who  felt  that  telephone  triage  was 
useful  or  could  be  useful  with  the  KPC  patient  in 
terms  of  placement  with  the  correct  physician, 
although  it  was  stated  that  office  staff  tend  to  be 
non-committal  and  usually  suggest  that  patients  be 
seen.  Nearly  a third  of  the  informants  would  not 
comment  on  triaging  because  it  is  handled 
primarily  by  office  staff. 

Suggestions  for  the  Program 
When  asked  about  alternative  ways  to  provide  care 
about  a fourth  of  the  interviewed  physicians  re- 
ported being  pleased  with  the  program  and  no 
alternatives  came  to  mind.  Among  those  that  did 
offer  suggestions  a common  theme  was  to  increase 
continuity  of  care,  perhaps  by  opening  an  after- 
noon clinic  staffed  by  volunteer  physicians.  Other 
suggestions  included:  (1)  Creation  of  a national 
health  care  plan;  (2)  Creation  of  a program  similar 
to  Medicaid;  (3)  Send  uninsured  indigents  to  the 
local  Health  Department;  (4)  Send  uninsured  indi- 
gents to  the  University  of  Kentucky  or  University  of 
Louisville;  and  (5)  Generate  more  tax  dollars  and 
use  those  funds  to  pay  physicians  to  promote  care 
for  indigents. 

Specific  comments  about  improving  the  pro- 
gram included  improving  pharmacy  services  to 
KPC  patients  by  increaising  pharmacy  and  pharma- 
ceutical company  participation.  Moreover,  many 
patients  do  not  have  transportation  and  need  to 
travel  to  other  cities  to  locate  participating  pharma- 
cies. It  was  also  stated  that  there  is  a need  for  feed- 
back from  pharmacies  regarding  individuals  who 
participate  in  the  program. 

Other  comments  included:  (1)  A need  for 
more  networking  among  participating  physicians 
enabling  them  to  know  what  medical  areas  need 
attention  and  if  any  physicians  are  overburdened 
with  KPC  patients;  (2)  A need  for  a quarterly  letter 
sent  out  to  physicians  on  the  progress  of  the 
program;  (3)  A need  for  physicians  and  recipients 
to  be  better  informed  on  the  benefits  and  proce- 
dures of  the  KPC  program  since  the  program  may 
actually  be  underutilized  due  to  lack  of  know- 
ledge; and  (4)  The  patient  participant  screening 
process  needs  to  be  reviewed  to  ensure  qualified 
patients. 
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Discussion 

The  Kentucky  Physicians  Care  program  represents 
a unique  attempt  to  overcome  the  problem  of 
access  to  medical  care  for  the  indigent  and  unin- 
sured through  the  altruism  and  voluntary  partic- 
ipation of  providers.  We  attempted  to  evaluate  the 
relative  success  of  this  program  from  the  provider’s 
point  of  view.  From  the  provider’s  point  of  view  the 
program  appears  to  generally  be  a success.  The 
patients  seen  are  viewed  as  in  need  of  medical 
attention,  keep  their  appointments,  and  are 
appreciative  of  the  care.  Many  of  the  patient  prob- 
lems (68%)  are  acute  problems,  with  most  care 
provided  in  the  provider’s  office  rather  than  in  an 
emergency  room  (the  only  other  outlet  for  many 
of  these  patients).  Most  KPC  providers  found  the 
program  personally  fulfilling  or  a part  of  their 
social  obligation  as  physicians. 

The  KPC  program  appears  to  be  effective  in 
overcoming  the  problem  of  access  to  care  for  the 
uninsured  indigent,  in  a way  that  is  fulfilling  to 
providers.  However,  challenges  for  the  program 
noted  by  the  providers  include  the  difficulty  of 
identifying  participating  specialists  and  pharma- 
cies for  those  patients  identified  as  needing  a 
referral  or  needing  medications.  Additional  chal- 
lenges for  providers  is  furnishing  preventive  serv- 
ices for  the  uninsured,  since  there  is  often  no  outlet 
or  funding  source  to  pay  for  ancillary  tests  (ie, 
mammography,  cholesterol  screening,  etc). 

Phone  triage  is  also  a challenge  for  this 
population  of  patients  who  many  times  have  no 
phone.  The  primary  suggestions  of  the  providers 
to  improve  the  program  involve  better  communi- 
cation between  and  information  about  participat- 
ing providers,  specialists  and  pharmacies,  as  well 
as  better  communication  of  information  for 
patients  who  may  qualify  but  be  unaware  of  the 
program. 

There  are  several  limitations  to  this  study  that 
should  be  noted.  First,  the  generalizability  of  this 
information  to  other  states  and  programs  for  the 
uninsured  may  be  limited.  However,  this  is  a 
unique  program  that  has  been  successful  in 
Kentucky  and  may  actually  be  valuable  as  a model 
for  other  states.  Second,  the  data  are  based  on  the 
perspectives  of  community  practitioners  whose 
knowledge  of  the  program  may  be  limited.  It  was 
suggested  by  the  informants  that  more  education 
of  the  medical  community  about  the  program 
would  be  helpful.  The  perspective  of  practitioners 
actually  providing  care  in  a program  based  on 
physician  donation  of  services  would  seem  how- 
ever to  be  invaluable  data. 


A L 


In  summary,  the  KPC  program  is  generally 
viewed  by  participating  providers  as  a successful 
and  personally  rewarding  enterprise.  Creative 
solutions  like  the  KPC  program  to  pressing  health 
care  delivery  issues  such  as  access  to  care  for  the 
medically  uninsured  should  be  applauded.  Further 
innovations  and  improvements  to  programs  like 
this  will  help  to  provide  a full  range  of  health  care 
to  the  medically  uninsured. 
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I 


“Fear  and  Loathing  at  Fifty” 


Every  eight  seconds,  another  Boomer 
Baby  is  turning  50  years  old.  My 
turn  came  round  last  year,  attended 
by  the  customary  well-wishers  at  my 
birthday  party  inflicting  upon  me  the 
requisite  assortment  of  laxatives, 
hemorrhoidal  preparations,  stool 
softeners,  adult  diapers,  and 
impotence  aids.  Truth  be  told,  some 
of  these  have  actually  turned  out  to  be 
quite  useful.  Nonetheless,  subsequent 
moments  of  fretful  reflection  upon  my 
first  half  century  of  life  allowed  me 
several  profound  insights  which  1 will 
share  with  you.  Indeed,  1 now  envision 
myself  much  in  the  manner  of  an 
ancient  Colossus  astride  the  Harbor  of 
Time,  one  foot  firmly  planted  on  the 
shore’s  edge  of  the  Twentieth  Century, 
the  other  foot  tentatively  seeking  out 
firm  ground  in  the  coming  century,  the 
icy  winds  of  change  blowing  fiercely 
between  my  fluttering  britches. 

Consider  that  in  the  year  1 was 
born,  Harry  Truman  was  President, 
Uncle  Joe  Stalin  held  firm  sway  over 
the  Evil  Empire,  Mahatma  Gandhi  was 
spinning  his  wheels  and  Israel  was  not 
yet  a state.  Computers,  such  as  they 
were,  required  the  size  of  a warehouse, 
space  travel  was  science  fiction, 
transistors  were  non-existent.  Orville 
Wright  (yes,  the  Orville  Wright)  was 
alive  as  was  A1  Capone  (yes,  the  A1 
Capone).  Jackie  Robinson  just  broke 
the  color  barrier,  no  one  yet  broke  the 
sound  barrier  and  Babe  Ruth  was  still 
swinging.  Polio  vaccines,  open  heart 
surgeiy',  organ  transplantation,  and  the 
DNA  code  all  awaited  discovery'.  Fifty 
years  later,  1 can’t  surf  the  Internet 
without  falling  off  nor  program  my  VCR. 
So  here  1 humbly  offer  some 


observations  that  may  aid  others 
skirting  middle-age  to  determine  if  the 
clammy  fingers  of  50  are  clutching  at 
the  hems  of  their  white  coats.  To  wit, 
you  may  find  yourself  turning  50  if: 

• Everything  hurts. 

• You’re  stiff  in  all  the  wrong  places. 

• You’re  thinking  you  never  looked 
that  young  when  you  were  a medical 
student. 

• You  ask  your  medical  students  to 
find  laboratory  data  for  you  on  the 
computer. 

• You  are  grateful  when  people  you 
know  and  work  with  daily  wear  their 
name  tags. 

• You  mill  about  the  parking  lot  every' 
night  in  bewilderment  trying  to 
remember  where  you  parked  your 
car. 

• You  wait  for  the  elevator  to  go  up  or 
go  down  one  flight  of  stairs. 

• Your  locker  becomes  progressively 
crammed  with  aspirins,  ibuprofen, 
and  antacids. 

• You  shake  the  hand  of  a regular 
patient  of  yours  in  the  office  and  tell 
them  how  nice  it  is  to  meet  them. 

• You  see  a patient  in  follow  up  in 
your  office  a week  later  and,  for  the 
life  of  you,  can’t  remember  what 
operation  you  did  on  them. 

• Your  nurse  has  to  give  you  a list  of 
appointments  and  instructions  each 
morning,  lest  you  wander  aimlessly 
down  long  hallways  lost  and  hungry. 

• More  and  more,  journal  articles 
seem  to  be  reinventing  the  wheel. 

• Your  scrub  clothes  seem  to  be 
shrinking. 

• You  perform  procedures  with 
swiftness  and  efficiency  not  so  much 
because  of  your  experience  but 


because  you  have  to  go  to  the 
bathroom. 

• You  forget  to  zip  up. 

• Worse,  you  forget  to  zip  down. 

• You  become  increasingly 
preoccupied  with  your  bowel 
movements. 

• You  find  yourself  wearing 
magnifying  loops  for  every  surgical 
procedure. 

• You  play  music  in  the  operating 
room  of  bands  that  were  popular 
before  your  resident  was  ever  born. 

• Worse,  you  play  music  in  the 
operating  room  of  bands,  most  of 
whose  members  were  dead  before 
your  resident  was  ever  born. 

• You  catch  yourself  saying,  “in  my 
day  when  1 was  a resident . . .” 
or,  “1  remember  when  . . .” 

• Your  patients  ask  if  those  nice 
pictures  of  the  wife  and  kids  on  your 
desk  are  those  of  your  daughter  and 
grandchildren. 

• Finally,  you  find  yourself  sitting  in 
the  emergency  room  at  2:30  a.m. 
with  the  discomfiting  and 
unwelcome  thought  seeping  into 
your  foggy  brainpan,  “What  in  the 
blazes  am  1 doing  here  and  why?  . . .” 

Well,  as  my  spiritual  guru  from  the 

eighties,  Ronald  Reagan,  once  said,  (to 

paraphrase),  “1  just  reached  50 — but  re- 
member, folks,  that’s  only  10  Celsius.” 

Jaroslav  P.  Stulc,  MD 
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I Am  75  Years  Old. 

I Am  Medicine’s  Best  Friend. 
Who  Am  I? 


My  birth  occurred  in  1923  in 

Crab  Orchard,  Kentucky,  where 
thousands  of  Kentuckians  had 
migrated  starting  back  in  1775.  It  was 
an  inauspicious  event,  barely  noticed, 
and  there  was  no  TV  coverage.  Even 
though  the  bells  did  not  chime  and  the 
air  waves  did  not  hum,  my  effect  on  the 
field  of  medicine  would  grow  and  grow 
and  grow.  Without  the  help  of  Dr 
Arthur!.  McCormack,  my  birth 
probably  would  have  been  greatly 
delayed,  but  I would  have  been  born 
sometime.  Because,  you  see,  I was 
needed.  The  medical  profession  was 
having  a tough  time  in  those  days  and 
something  needed  to  be  done  to 
counter  the  adverse  publicity  that  was 
impugning  the  image  of  medicine. 

(Can  you  guess  who  I am  7) 

I became  a twinkle  in  the  eye 
of  Dr  McCormack,  who  was  Secretary 
of  the  Kentucky  State  Medical 
Association,  after  he  learned  from  a 
colleague.  Dr  Holman  Taylor,  MD, 
Secretary  of  the  Texas  State  Medical 
Association,  about  the  organized 
efforts  of  “Doctors’  Wives”  in  Texas  to 
help  protect  their  husbands’  integrity 
amid  the  recent  invasion  of  “Medical 
Charlatans”  in  their  state.  Dr 
McCormack  was  inspired  by  what  was 
happening  in  Texas  and  felt  the  same 
was  needed  in  Kentucky.  The  prospect 


for  my  birth  was  established  when  The 
Kentucky  State  Medical  Association 
Council  approved  Dr  McCormack’s 
recommendation  to  help  organize  the 
“Doctors’  Wives”  at  their  annual 
meeting  in  1921.  In  May  1922,  Dr 
McCormack  was  further  inspired 
when  he  heard  Mrs  S.C.  Red,  the  first 
President  of  the  Texas  Auxiliary,  speak 
at  the  AMA  House  of  Delegates 
meeting  where  she  challenged  the 
doctors  in  attendance  to  help  her 
organize  a national  organization  for 
“Doctors’  Wives.”  Dr  McCormack  was 
impressed  with  Mrs  Red’s  presentation 
and  was  confident  his  dear  Kentucky 
would  be  receptive  to  this  idea.  In  the 
fall  of  1922,  at  the  state  medical 
association  meeting  in  Paducah,  he 
appointed  a chairman  of  a committee 
to  consider  my  birth;  however,  after 
much  discussion,  there  was  no  one 
present  who  felt  they  could  undertake 
such  a responsibility  at  that  time.  The 
seed  had  been  planted,  however,  and 
with  time  to  grow  amid  much 
consideration  and  discussion  about  the 
endeavor,  the  following  year  I was 
born.  (Enough  hints  yet?) 

My  name  has  changed  over  the 
years;  however,  my  dedication  has 
never  wavered.  Oh  yes,  my  face  has 
changed  also.  I am  no  longer  only  an 
organization  of  “wives”  because  now  it 
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appears  that  about  40%  of  my  future 
make  up  will  be  males.  My 
commitment  has  been  most  admirable, 
if  1 do  say  so  myself.  As  early  as  1930  1 
had  initiated  a weekly  radio  program 
called  “Radio  Waves,”  to  discuss  good 
health  practices.  Over  the  years  1 have 
publicized  multiple  public  health 
hazards,  fought  for  better  access  to 
health  care,  distributed  information 
about  teen  pregnancy,  assisted  in 
public  vaccination  and  school  health 
programs,  raised  funds  for  medical 
research  and  education,  and  been 
active  in  the  political  arena.  So  you  see, 
IVe  had  a long  and  productive  life,  and 
I’m  still  growing.  Some  goals  1 hope  to 
accomplish  this  year  are  to  reach 
approximately  100,000  teachers  and 
school  staff  throughout  the  public 
school  system  with  breast  cancer 
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awareness  information  and  a reminder 
to  get  mammograms;  to  reach 
approximately  200,000  school  children, 
kindergarten  through  3rd  grade, 
throughout  the  state  with  anti-violence 
materials  teaching  children  how  to 
handle  conflict  without  violence;  to  get 
more  people  trained  and  expand  the 
SMART  (Students  Made  Aware  Reject 
Tobacco)  program  and  thereby  teach 
as  many  children  as  possible  about 
making  responsible  choices  and  the 
hazards  of  smoking;  to  endow 
scholarship  funds  at  both  the  UK  and 
UL  medical  schools;  become  better 
educated  in  how  to  participate 
effectively  in  the  legislative  process; 
and  last  but  not  least,  1 want  to  have 
a presence  in  more  counties  and 
become  better  organized.  Whew! 

Makes  an  older  one  like  myself  almost 


gasp  for  breath,  but  it  can  be  done  if  all 
the  parts  work  well  together.  It  almost 
makes  me  feel  born  again  to  be  able  to 
use  the  lessons  of  the  past  to  create  a 
brighter  future. 

Who  zim  I?  I am  the  KMA 
Alliance!  The  medical  profession’s 
best  friend. 

1 celebrated  my  75th  birthday  at 
the  spring  convention  in  Madisonville 
in  April.  Dr  Trover,  who  founded  the 
Trover  Clinic  that  changed  the  face 
of  medicine  in  that  part  of  Western 
Kentucky,  was  one  of  the  special  guests 
present  for  the  celebration  and  was  the 
guest  speaker.  The  huge  birthday  cake 
was  enjoyed  by  all.  Hopkins  County 
sure  knows  how  to  throw  a party! 

We  celebrate  this  year  with  an 
absolutely  great  board!  They  are 
as  follows: 


Carolyn  Daley  (G.l.) Hazard 

Vicky  Borders  (Jack) Ashland 

Audrey  Carter  (Keith) Louisville 

Angie  DeWeese  (Bob) Louisville 

Cathy  Kavanagh  (Kevin) Somerset 

Nancy  Bunnell  (Thomas) Edgewood 

Kay  Florence  (Joseph) Busy 

Ruth  Ryan  (John) Louisville 


Aroona  Dave  (Uday) Madisonville 

Vicky  Borders  (Jack) Ashland 

Nancy  Swikert,  MD  (Donald) Florence 

Mary  Evans  (Carl) Lexington 

Debbie  Bruenderman  (David) Louisville 

Marla  Vieillard  (Louis) Russell 

Mary  Anne  Chapman  (Scott) Robards 

Audrey  Carter  (Keith) Louisville 

Sharon  Kelley  (Steve) Wilmore 

Angie  DeWeese  (Bob) Louisville 

Joan  Slattery  Burke  (Frank) Lexington 

Jan  Crase  (Jim) Somerset 

Cathy  Kavanagh  (Kevin) Somerset 

Ann  Wheeler  (William  B.) Lexington 

Aroona  Dave  (Uday) Madisonville 

Dee  Pierce  (Mark) Paducah 

Carolyn  Daley  (G.L) Hazard 


Joyce  Clark  (Danny) Somerset 

Maggie  Becker  (Philip) Villa  Hills 
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Special  Committee  Chairmen  (continued) 

Day  at  the  Capitol 

Angie  DeWeese  (Bob) 

. Louisville 

Fall  Board 

Donna  Kruger  (Willem)  . . . . 

. Louisville 

Volunteer  Hours 

Terri  Hudepohl  (Robert)  . . . 

. Lakeside  Park 

Winter  Board 

Cheryl  VanDaalen  (James)  . 

. Louisville 

County  Presidents 

Boyd 

Becky  Staten  (Ronald) 

. Ashland 

Daviess 

Mimi  Davis  (Brett) 

. Owensboro 

Fayette 

Debbie  Adkins  (J.  Thomas)  . 

. Lexington 

Henderson 

Anita  Watkins  (Scott) 

. Henderson 

Hopkins 

Dr  Laura  Garcia  (Hector). . . 

. Madisonville 

Jefferson 

Dianne  Cox  (Warren) 

. Louisville 

Madison 

Ellen  Kessler  (Kent) 

. Richmond 

McCracken 

Holly  Locken  (Peter) 

. Paducah 

Northern  Kentucky 

Connie  Combs  (James)  . . . . 

. Burlington 

Perry 

to  be  announced 

Pulaski 

Cheri  Gomez  (Ed) 

. Somerset 

Melissa  Huffman  (Mark)  . . . 

. Somerset 

Warren 

Tammy  Bergamini  (David)  . 

. Bowling  Green 

A very  special  recognition  goes  to 

importance  of  the  role  of  the  Alliance 

Jan  Crase 

each  of  these  board  members  for  their 

and  are  so  supportive  of  your  spouses 

KMAA  President 

1 commitment  to  the  Alliance  during  this 

participation  in  this  organization.  The 

, diamond  anniversary  year  and 

Alliance  has  a very  rich  history  in  both 

Special  thanks  to  Gloria  Griffin  for  her 

i particularly  a special  thanks  to  you 

this  Commonwealth  and  the  Nation 

75th  Anniversary  research  & 

1 physicians  who  recognize  the 

1 

1 

1 

1 

1 

i 

1 

and  is  truly  Medicine’s  best  friend. 

information. 
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Board  of  Trustees  Spring  Board  Meeting 


Top:  Secretary-Treasurer  William  P.  Vonder- 
Haar,  MD,  is  pictured  at  the  podium.  LtoR  are 
Vice  Board  Chair  Donald  R.  Neel,  MD;  Vice 
President  Harry  W.  Carloss,  MD;  President  C. 
Kenneth  Peters,  MD;  Board  Chair  J.  Gregory 
Cooper,  MD;  and  President-Elect  Donald  R. 
Stephens,  MD.  Bottom:  Three  KMA  Past  Presi- 
dents studied  the  Board  reports.  L to  R are 
AMA  Delegate  and  State  Legislative  Activities 
Chair  Wally  O.  Montgomery,  MD;  AMA  Senior 
Delegate  and  National  Legislative  Activities 
Chair  Donald  C.  Barton,  MD;  and  Alternate 
AMA  Delegate  and  Public  Education  Committee 
Chair  Preston  P.  Nunnelley,  MD. 


The  KMA  Board  of  Trustees  met  in 
regular  session  on  April  8-9,  1998,  at 
the  KMA  Building  in  Louisville. 
Board  members  heard  reports  from  the 
President;  Secretary-Treasurer;  Board  of 
Medical  Licensure;  Chair,  KEMPAC 
Board  of  Directors;  Senior  Delegate  to 
the  AMA;  Chair,  Kentucky  Medical 
Insurance  Company  Board  of 
Directors;  President,  KMA  Alliance;  and 
the  Commissioner,  Department  for 
Public  Health. 

The  Board  adopted  the  budget  for 
fiscal  year  1998-99.  In  further  action, 
the  Board  approved  the  nominees  for 
reelection  to  the  KMIC  Board  of 
Directors;  selected  nominees  to  the 
Breast  Cancer  Advisory  Committee  and 
the  Breast  Cancer  Task  Force;  and 
reappointed  the  KMA/KMIC  Board 
Joint  Advisory  Committee. 

The  Board  adopted  the 
recommendation  of  the  Committee 
on  Insurance  and  Prepayment  Plans  to 
collect  information  from  members  on 
the  shifting  of  administrative  burdens 
and  costs  by  insurance  companies  to 


physicians.  The  Board  also 
approved  a survey  of 
International  Medical 
Graduates  in  Kentucky  to 
determine  unmet  needs. 

In  further  action,  the 
Board  authorized  KMA  to 
allow  credit  card 
payments  for  dues  and 
other  KMA  resources. 

Additional  reports 
were  given  by  the 
Committee  on  Medicaid 
Managed  Care,  the 
Committee  on  National 
Legislative  Activities,  the 
Committee  on  State 
Legislative  Activities,  the 
Public  Education 
Committee,  and  the 
Committee  on  Child  and 
School  Health. 

The  Board  also  heard  information 
on  HCFA  Evaluation  and  Management 
Guidelines,  web  page  development 
status.  Fraud  and  Abuse  Seminars,  and 
Regional  Trustee  District  meetings. 

It  was  noted  that  the  theme  for  the 
1998  Annual  Meeting  is  “The  Team 
Approach  to  Healthcare:  The 
Physician’s  Role,”  and  that  Nancy 
Dickey,  MD,  AMA  President  Elect,  has 
been  invited  to  attend  dinner  with  the 
Board  on  Sunday  evening  and  to 
address  the  House  of  Delegates  on 
Monday. 

The  KMA  Board  of  Trustees  will 
hold  its  next  regular  meeting  on  August 
5-6,  1998,  at  the  KMA  Building. 


I 
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PEOPLE 

Arnold  M.  Belker,  MD,  Louisville, 
recently  was  honored  to  present  the 

inaugural  Quinby 
Lecture  on  Male 
Reproduction 
at  Harvard 
University. 

Dr  Belker 
actually 
presented  two 
lectures — one 
entitled  “Sperm 
Retrieval  Techniques  for  IVF/lCSl,”  at 
Massachusetts  General  Hospital,  and 
“Reproductive  Microsurgery  for  the 
Urologist,”  at  Brigham  and  Women’s 
Hospital. 

Doctor  Belker  has  achieved  a 
national  and  international  reputation 
as  an  outstanding  microsurgeon  and 
one  of  the  leaders  in  the  field  of 
andrology  and  male  reproduction.  He 
has  served  as  President  of  the  Kentucky 
Urological  Association,  the  American 
Society  of  Andrology,  the  Society  of 
Reproductive  Surgeons,  and  the 
Society  for  the  Study  of  Male 
Reproduction.  He  has  also  been  the 
President  of  the  University  of  Louisville 
Medical  School  Board  of  Governors. 

Richard  J.  Glassock,  MD,  Lexington, 
has  been  named  a Master  of  the 
American  College  of  Physicians.  The 
College  conferred  mastership,  its 
highest  level  of  membership,  upon  39 
College  fellows  in  an  April  convocation 
ceremony  at  its  79th  Annual  Session. 

According  to  AGP  bylaws, 
masters  are  elected  “for  their  personal 
character,  positions  of  honor  or 
influence,  contributions  toward 
furthering  the  purposes  of  the  College, 
and/or  eminence  in  practice  or  in 
medical  research.”  The  American 
College  of  Physicians  is  the  nation’s 
largest  medical  specialty  organization. 

Scott  B.  Scutchfleld,  MD,  Danville, 
has  been  named  chairman  of  the 


Board  of  Councilors  of  the  American 
Academy  of  Orthopaedic  Surgeons.  He 
has  served  as  Kentucky’s  representative 
on  the  board  since  1993. 

Dr  Scutchfield  is  a member  of  the 
board  of  directors  of  the  American 
Academy  of  Orthopaedic  Surgeons  and 
is  the  regional  representative  for  the 
Orthopaedic  Research  and  Education 
Foundation.  He  has  been  chairman  of 
the  Kentucky  Orthopaedic  Political 
Action  Committee  since  1994  and  is 
on  the  executive  committee  of  the 
Kentucky  Orthopaedic  Association. 

Dr  Scutchfield  is  in  private 
practice  and  serves  on  the  staff  of 
Ephraim  McDowell  Regional  Medical 
Center  in  Danville.  He  is  an  assistant 
clinical  professor,  department  of 
orthopaedic  surgery,  University  of 
Kentucky  College  of  Medicine. 


UPDATES 


Viagra  Receives  FDA  Approval 

Pfizer  Inc  has  announced  FDA 
approval  of  the  oral  therapy  Viagra 
(sildenafil  citrate)  for  the  treatment  of 
erectile  dysfunction.  According  to 
Pfizer,  Viagra  is  effective  in  most  men 
with  erectile  dysfunction  (ED)  which 
is  associated  with  a broad  range  of 
physical  or  psychological  medical 
conditions. 

Discovered  and  developed  by 
Pfizer,  Viagra  is  the  first  in  a new 
class  of  medications  known  as 
phosphodiesterase  type  5 inhibitors. 
Pfizer  states  that  in  clinical  trials, 
which  included  men  with  a broad 
range  of  conditions  associated  with 
ED  including  high  blood  pressure, 
high  cholesterol  levels,  diabetes,  and 
prostate  surgery,  Viagra  was  shown  to 
be  effective  in  approximately  7 out  of 
10  men  overall.  Common  side  effects 


noted  in  the  report  were  headache, 
facial  flushing,  and  indigestion.  Pfizer 
cautions  that  Viagra  should  not  be 
used  by  patients  taking  nitrates  in  any 
form,  including  the  heart  medicine, 
nitroglycerin. 


NEW  MEMBERS 

Members  of  the  Kentucky  Medical 
Association  and  their  respective 
county  medical  societies  join  in  wel- 
coming the  following  new  members 
to  these  organizations. 

Boyd 

Joseph  B Touma  MD  — OTO 

1616  13th  Avenue  Ste  100,  Huntington 
25701-1692 

1963,  Damacus  U,  Syria 

Christian 

Paul  K Herrell  MD  — OPH 

205  W 15th  St,  Hopkinsville  42240 
1992,  U of  Louisville 

Fayette 

Tony  W Dotson  DO  — OBG 

4745  Hartland  Pkwy,  Lexington  40509 
1997,  Chicago  Homeopathic 

Hardin 

Syedkashif  B Haider  MD  — GE 

1 107  Woodland  Dr  Ste  104, 
Elizabethtown  42701 
1989,  King  Edward  Med,  Pakistan 

Jcunes  Patrick  Murphy  MD  — AN 

705  Westport  Rd  Ste  105,  Elizabethtown 
42701 

1985,  U of  Louisville 

Jefferson 

Richard  H Chryn  MD  — AN 

3903  Norbourne  Blvd,  Louisville 
40207-3803 

1962,  U of  Pennsylvania 
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Mary  T Coleman  MD  — FP 

6808  Fallen  Leaf  Cir,  Louisville  40241 
1981,  Ohio  State,  Columbus 

Andrew  L DeGruccio  MD  — ORS 

6702  Kingslook  Ct,  Louisville  40207 
1992,  U of  S California 
Andrew  M Donovan  MD  — PD 
497  Kingian  Rd,  Louisville  40207 
1994,  U of  Louisville 
Lawrence  Duvall  Jr  MD  — IM 
2404  Hayward,  Louisville  40242 
1997,  U of  Louisville 
Jorge  G Frank  MD  — ONC 

250  E Liberty  St  Ste  802,  Louisville 
40202 

1972,  U of  Puerto  Rico 

Joel  Lee  Granick  MD  — ONC 

250  E Liberty  St  Ste  802,  Louisville 
40202 

1972,  Brown  U,  Rhode  Island 
Thomas  M Moriarty  MD  — NS 

210  E Gray  St  Ste  1 105,  Louisville  40202 

1991,  Mt  Sinai 

Ignacio  Montes  MD  — ONC 

4003  Kresge  Wy  Ste  111,  Louisville 
40207 

1980,  Universidad  de  Caldas,  Columbia 

Joel  L Shanklin  MD  — PS 

2106  Edgeland  Ave  Apt  1,  Louisville 
40204 

1992,  U of  Louisville 

Muhlenberg 

Mohammad  B Mourad  MD  — IM 

440  Hopkinsville  Rd,  Greenville  42345 
1986,  Damascus  U,  Syria 

Pike 

Ayman  Alibrahim  MD  — PD 

PO  Box  2748,  Pikeville  41502 
1986,  Aleppo  U,  Syria 

Rowan 

Kimberly  D Williams  MD  — EM 

222  Medical  Cir,  Morehead  40351 
1985,  U of  Kentucky 

IN  TRAINING 
Jefferson 

Nison  1 Abayev  MD  — FP 

Marlene  Villafuerte  Chua  MD — AN 


O C 1 A 

T 

Michelle  D Collins  MD 

— PD 

Eugene  M Link  MD 

— FP 

Brent  Allen  Madison  MD 

— PD 

Matthew  Lane  Offutt  MD 

— PD 

Sujittra  Tongprasert  MD 

— AN 

Robert  Joseph  Wasson  MD 

— EM 

DEATHS 

James  B.  Jones,  Jr,  MD 
Lexington 

1922- 1998 

James  B.  Jones,  Jr,  MD,  a retired 
OB/GYN,  died  February  26,  1998.  Dr 
Jones  graduated  from  the  University  of 
Tennessee  College  of  Medicine  in  1949 
and  was  a life  member  of  KMA. 

Russell  S.  Long,  MD 
Frankfort 

1923- 1998 

Russell  S.  Long,  MD,  a retired  general 
practitioner,  died  March  16,  1998.  A 
1956  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Dr  Long 
was  a life  member  of  KMA. 

Walter  M.  SheUy,  MD 
Hazard 
1933-1998 

Walter  M.  Shelly,  MD,  a thoracic 
surgeon,  died  March  20,  1998.  A 1959 
graduate  of  Jefferson  Medical  College 
of  Thomas  Jefferson,  Dr  Shelly  was  an 
active  member  of  KMA. 

E.  Philip  Crawford,  MD 
Lexington 
1931-1998 

E.  Philip  Crawford,  MD,  a retired 
anesthesiologist,  died  April  1,  1998.  A 
1955  graduate  of  the  University  of 
Louisville  School  of  Medicine,  Dr 
Crawford  was  a life  member  of  KMA. 


O N 


James  S.  Golden,  MD 
Pineville 
1922-1998 

James  S.  Golden,  MD,  a retired  general 
practitioner,  died  April  25,  1998.  Dr 
Golden  was  a 1948  graduate  of  the 
University  of  Virginia  School  of 
Medicine.  He  was  an  artist,  well-known 
for  the  hgurines  he  made,  and  his 
works  were  featured  in  National 
Geographic  World  magazine  and  other 
mediums.  Dr  Golden  was  a life 
member  of  KMA. 


Impaired  Physicians 
Program 

9000  Wessex  Place 
Suite  305 

Louisville,  KY  40222 

Phone:  502.425.7761 
Fax:  502.425.6871 


Appiroadi 
to  Healtlicares 


KMA  Annual  Meeting 
Sept  21-23  • Hyatt  Regency 
Commonwealth  Convention 
Center  • Louisville,  KY 
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Classified  Ads 


All  orders  for  classified  advertising  must  be 
placed  in  writing  and  will  be  subject  to 
approval  by  the  Editorial  Board.  The  right  is 
reserved  to  decline  or  withdraw  advertise- 
ments at  the  publisher’s  discretion. 

Deadline:  First  day  of  month  prior  to  month 
of  publication. 

Word  count:  Count  as  one  word  all  single 
words,  two  initials  of  a name,  single  numbers 
or  groups  of  numbers,  hyphenated  words, 
and  abbreviations. 

Rates:  $40  per  insertion  ($20  for  KMA 
members)  for  the  first  30  words;  50®  for  each 
additional  word. 

Send  advance  payment  with  order  to:  The 

Journal  of  KMA,  The  KMA  Building,  4965  US 
Hwy  42,  Suite  2000,  Louisville,  KY  40222. 


Physicians  Wanted 


MAYFIELD,  KENTUCKY  — Full-time/Part- 
time opportunity  available  in  an  14,000 
visit  ED.  This  outstanding  opportunity  is 
located  just  30  miles  south  of  Paducah. 
Requirements  include:  BE/BC  in  PC  and 
similar  volume  experience.  Independent 
contractor  status,  paid  malpractice  insur- 
ance and  group  practice  philosophy. 
Please  contact:  Karen  Larkin  with  Sterling 
at  1/800/874-4053  or  fax  CV  to  419/249- 
6520. 


/ \ 

NEED  A 
SPEAKER? 

for  your  next  hospital  staff, 
county  society, 
or  other  meeting? 

Contact  Kentucky's  Impaired 
Physicians  Program 

(502)  425-7761 

V J 


Get  a mammogram. 
You  owe  it  to  yourself. 


AMERICAN 
CANCER 
f SOCIETY® 


Call  1-800-ACS-2345 
for  information  about 
mammograms. 


PRACTICE  OPPORTUNITIES 

Urban  and  Rural 
Locations  in 
Kentucky 


Cardiology 
Dermatology 
Electrophysiology 
Family  Practice 
Internal  Medicine 


Med/Peds 

Neurosurgery 

Ob/Gyn 

Urology 


Private  group  practice 
and  clinic  opportunities 
available.  All  inquiries 
highly  confidential. 


Please  respond  to: 

ROB  GAMAGE 

BAPTIST  HEALTHCARE  SYSTEM 

4007  KRESGE  WAY,  LOUISVILLE,  KY  40207 

800-200-5099,  502-896-5059 

FAX  502-896-5097;  rgamage@bhsi.com 


BAFFIST  HEALTHCARE  SYSTEM 


-4 


KMA  JOURNAL  • VOL  96  ■ JUNE  1998 


241 


THANKS  TO  OUR  ADVERTISERS 

American  Cancer  Society.. 
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Medical  Protective  Co 
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Ohio  Sleep  Medicine  Institute 
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CHANGING  ADDRESS? 


Please  notify  us  at  least 
two  months  in  advance. 

Send  new  address  to: 

Journal  of  the  Kentucky  Medical  Association 
The  KMA  Building 
4965  US  Hwy  42,  Suite  2000 
Louisville,  40222-6301 

502.426.6200;  Fax  502.426.6877 
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First  your  kid  wrecks  the  CAR. 

Then  the  garage  coliapses  on  the  BOAT. 
Meanwhiie,  three  EMPLOYEES 
are  out  sick. 

But  you  figure  it’s  OKAY 
becausejust  one  PHONE  CALL 
will  take  care  of  everything. 

KMA  INSURANCE  AGENCY  makes  it  easy 
because  they  cover  both  your  personal 
and  business  insurance  needs 
So  you  can  RELAX. 

Besides,  you  can’t  go  to  work  with 
a broken  arm  anyway. 

Home  • Auto  * Umbrella  • Life  • Annuities  • Pension  Plans 
Disability  • Employee  Benefits  • Workers  Compensation  • Office  Policies 

KMA 

mSUMNCf  AOCNCX  INC. 

303  N.  Hurstbourne  Parkway.  Suite  200 
Louisville  KY  40222-SI43 
1-800-467-3446 
www.kmainsurance.com 
Endorsed  by  the  Kentucky  Medical  Association 


SEE  the  amazing  Open  MM.  Be  asioun|led  as^inall 
chndren,  Claustrophobics,  and  people 
pounds  experience  an  MRU 


SEE  the  spectacle  of  the  1.5  Tesla, 
high-field,  wide-hody,  short-gantry  MRI 
reveal  the  secrets  of  neurologic,  orthopedic 
and  sport  Injury  cases.  Marvel  as  it  haudles 
h/  patients  up  to  550  pounds. 


FOR  Jl  PERSONU 


Lexington  Diagnostic 
Center 


SEE  the  large-gantry  CAT 
scanner  unveil  the  secrets  of 
paOents  up  to  450  pounds. 


Physicians  Mall 

1725  Harrodsburg  Rd.,  Ste.  D & L 
Lexington,  KY  40504  \ 

(606)  278-7226  • (800)  755-7441 
www.stairsys.com/ldcniri 
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